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FOREWORD 


The  Addiction  Research  Foundation  is  proud  to  present  Youth  and  Drugs:  an  Education  Package  for 
Professionals. 

Youth  and  Drugs  will  give  you  answers  to  some  basic  questions  about  adolescents  and  drug  use.  Beyond  that, 
Youth  and  Drugs  shows  how  to  recognize  a substance  use  problem  at  an  early  stage,  how  to  assess  its  seriousness 
and  how  to  intervene  effectively. 

This  package  was  developed  because  professionals  who  work  with  youth  have  told  us  that  they  don’t  always 
know  how  to  approach  young  people  whom  they  know,  or  suspect,  to  be  using  alcohol  and  other  drugs.  Youth 
and  Drugs  will  show  you  how  to  make  the  best  of  your  opportunity  to  help  yoimg  people. 

The  Addiction  Research  Foundation’s  involvement  in  this  project  is  one  example  of  our  commitment  to  meet 
the  needs  of  all  Ontario  communities  — whether  those  communities  are  neighbourhoods,  professions  or  age 
groups. 

We  wish  to  thank  the  Education  and  Training  Working  Group  of  Canada’s  Drug  Strategy,  Health  and  Welfare 
Canada  — our  partners  in  the  development  of  Youth  and  Drugs. 

I sincerely  believe  that  this  package  will  help  you  develop  the  skills  to  deal  with  drug  and  alcohol  use  among 
youth,  and  hope  that  the  young  people  you  help  will  enjoy  a hfe  free  of  drug  and  alcohol  abuse. 

Mark  Taylor 

President,  Addiction  Research  Foundation 


The  Youth  and  Drugs  training  package  is  the  result  of  a national  initiative  to  offer  assistance  to  frontline 
professionals  who  work  with  youth.  Men  and  women  in  the  education,  health,  social  service  and  legal  systems, 
as  well  as  those  in  the  addiction  field,  will  find  it  a valuable  resource  — full  of  insights  and  information  that 
will  greatly  assist  them  in  working  with  youth  who  have  problems  with  alcohol  and  other  drugs. 

This  course  package  is  another  product  of  the  Education  and  Training  Working  Group  of  Canada’s  Drug 
Strategy  under  its  mandate  of  “achieving  a national  capacity  to  provide  comprehensive  and  practical  alcohol 
and  drug  education/training  to  complement  the  prevention  and  treatment  elements  of  the  Strategy”. 

The  package,  developed  by  the  Addiction  Research  Foundation  of  Ontario  under  contract  with  Health  and 
Welfare  Canada,  has  been  reviewed  by  all  provinces  and  territories  through  its  development  stages.  The 
program  has  also  been  pilot  tested  in  different  regions  of  the  country  and  revised  on  the  basis  of  participants’ 
feedback  for  use  in  either  a self-study  or  trainer-led  format. 

The  Education  and  Training  Working  Group  is  proud  to  offer  this  resource  to  professionals,  to  support  their 
important  work  with  youth  facing  alcohol  and/or  drug  problems. 

Allan  Walker,  Chairperson,  Education  and  Training  Working  Group,  Canada’s  Drug 
Strategy,  Health  & Welfare,  Canada  — Saskatchewan  Alcohol  and  Drug  Abuse  Commission 
Gloria  Silverman  — Addiction  Research  Foundation  of  Ontario 
Guy  Charpentier  — Pavilion  Jellinek,  Quebec 

Wayne  Weagle  — Alcoholism  and  E>rug  Dependency  Commission  of  New  Brunswick 
Julia  McMahon  — Health  and  Welfare,  Canada 
Claude  Roy  — Health  and  Welfare,  Canada 


Digitized  by  the  Internet  Archive 
in  2017  with  funding  from 
University  of  Toronto 


https://archive.org/details/youthdrugskitedu01anni 


Table  of  Contents 


INTRODUCING  UNTTl 1-5 

EXPECTED  LEARNING  OUTCOMES 1-6 

PREVIEW  OF  TOPICS  TO  BE  COVERED  IN  UNTTl  ...  1-7 
ESTIMATED  WORK  TIME  AND  STUDY  TIPS 1-8 

Section  1:  WHAT  IS  ADOLESCENCE? 1-11 

1 . 1 Adolescence  in  the  Life  Cycle  1-11 

1.2  Your  Attitudes  Toward  Adolescence 1-12 

1.3  The  Tasks  of  Adolescence 1-13 

Section  2:  DIMENSIONS  OF  NORMAL  DEVELOPMENT 1-15 

2.1  Biological  Development 1-15 

2.2  Cognitive  (Intellectual)  Development  1-17 

2.3  Psychosocial  Development 1-18 

2.4  Normal  Adolescent  Development:  A Summary 1-23 

Sections:  SPECIAL  ISSUES  IN  ADOLESCENT  DEVELOPMENT  . .1-28 

3.1  The  “Storm  and  Stress”  Debate 1-28 

3.2  Rebelliousness  1-30 

3.3  Developing  Independence  from  Family  1-30 

3.4  Peer  Pressure 1-31 

3.5  Peer/Parent  Conflict 1-32 

Section  4:  THE  ADOLESCENT  AT  RISK 1-35 

4.1  Who  Uses  Drugs  and  Alcohol? 1-35 

4.2  Why  Adolescents  Experiment  with  Drugs  and  Alcohol 1-36 

4.3  Why  Some  Adolescents  Go  Beyond  Experimentation  1-36 

4.4  Why  a Minority  of  Adolescents  Move  On  to  Regular  Use  . . . 1-37 

Section  5:  THE  PRIMARY  RISK  FACTORS  1-42 

5.1  Developmental  Lags 1-42 

5.2  Learning  Disabilities 1-43 

5.3  Family  Circumstances,  Focussing  on  Substance  Abuse 1-44 

5.4  Social  and  Personal  Competence  1-46 

5.5  Behaviour  Problems 1-47 

5.6  Community  Attitude  or  Health 1-48 

SUMMARY  OF  UNIT  1 1-50 


BIBLIOGRAPHY 


1-51 


■.r  'Sf 


.h 


*ii:i^‘. 

. . ■ '».Sfc  .5.*,:v  Jun-  Amwt  as®** 


. v-] 


jSr^'' 


*. '...:  ^31 , ' Wi^  lC:Hy/'.v  ‘SsJ 

«ilQI|;  r "Kii,/ 


'■;>  '."w*. 


'I  , „•  >1 ! ! ^'wJ^Sfci-ywioiHO  ';‘!(^ 


.-'.  y*.'.  \.t  « ■ .^j. 


a’-  Jipniji''-'  ><7  't«ai6S^ 

. - ■-  - ■’■  , ,.  " t* 


t.t 


44if  '"> 

.umukm.  •-  -5  ■ 1,  ii>i<«i|Sik/»*r  ('I'*'  *x 


UNIT  1 : ADOLESCENT  DEVELOPMENT 


INTRODUCING  UNIT  1 


As  professionals  working  with  youth,  we  must  offer  more  to  young  people  than 
simphstic  prescriptions  to  stop  using  drugs.  Even  the  best  preventive  education 
is  not  enough,  and  never  will  be.  We  must  reach  out  and  become  involved  with 
young  drug  users  — those  who  are  just  experimenting,  those  who  use  regularly, 
and  those  whose  lives  are  focussed  on,  and  distorted  by,  drugs. 

In  order  to  get  through  to  them,  we  must  be  sensitive  to  the  dynamics  of  their 
unique  stage  of  life:  adolescence. 

There  is  nothing  mysterious  about  adolescence,  yet  many  practitioners  find  the 
behaviour  of  yoimg  people  hard  to  understand,  perhaps  even  repellent.  Unit  1 
will  help  you  see  more  clearly  into  the  experience  of  adolescence,  using  the 
insights  of  the  social  sciences.  We  hope  to  demonstrate  that  much  of  the 
behaviour  which  seems  disturbing  is  simply  part  of  growing  up  — in  other  words, 
part  of  the  normal  process  of  mastering  complex  developmental  tasks.  Indeed, 
it  is  possible  to  see  coping  with  drugs  as  one  of  the  developmental  tasks  facing 
today’s  teenagers. 


The  goals  of  Unit  1 are: 

• to  provide  basic  information  regarding  the  dynamics  and  issues 
of  adolesc^ce; 

• to  alert  yoii  to  the  fact  that  decision-makihg  about  alcohol  and 
substance  use  is  now  a part  of  normal  adolescence; 

• to  he^  you  recognise  adol^cents  who  are  at  risk  of  developing 
problems  m which  drugs  and  alciQhbl  play  a role. 


What  this  Unit  is:  an  introduction  to  the  issues  of  adolescent  development,  and 
a context  for  understanding  youth  substance  use  and  abuse. 

What  this  Unit  is  not:  (1)  The  background  provided  in  Unit  1 may  be  thought 
of  as  a sununary  of,  but  not  a substitute  for,  a university  course  on  adolescence. 
The  field  is  marked  by  unresolved  debates,  most  of  which  we  cannot  enter.  (2) 
The  Unit  will  offer  some  practical  suggestions  about  chent  support,  but  it  is  not 
intended  as  a general  course  on  adolescent  counselling  or  therapy.  You  will 
find  the  bulk  of  our  skills-based  instruction  in  Units  3 to  5,  where  we  describe 
methods  of  working  with  youth  on  drug-specific  issues. 
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UNIT  1 : ADOLESCENT  DEVELOPMENT 


EXPECTED  LEARNING  OUTCOMES 


When  you  have  worked  your  way  through  this  Unit,  you  will  be  able  to: 


(Zl  Define  adolescence; 

EH  Describe  some  of  the  damaging  myths  about  adolescence  that  are  part  of 
our  common  culture,  and  identify  those  you  may  be  influenced  by; 

EH  List  the  seven  developmental  tasks  that  an  adolescent  must  accomphsh  on 
his/her  way  to  adulthood; 

EH  Describe  the  major  issues  of  biological,  cognitive  and  social  development 
in  adolescence; 

EH  Identify  the  three  stages  of  development,  and  describe  what  the  “average” 
teen  experiences  at  each  stage,  under  four  main  headings  (independence, 
body  image,  peer  relations,  and  identity); 

EH  Distinguish  between  normal  and  abnormal  stresses  and  events  of  adoles- 
cence; 

EH  Recognize  how  normal  adolescence  can  include  drug  use,  and  suggest 
reasons  why  so  many  teens  experiment  with  drugs; 

n Identify  and  describe  at  least  five  major  risk  factors  associated  with  serious 
and  harmful  drug  use; 

O Develop  your  own  approach  for  explaining  the  normal  and  abnormal 
processes  of  adolescence  to  your  teen  chents. 


After  you  have  completed  this  Unit,  we  will  ask  you  to  return  to  this 
list  and  check  off  the  learning  outcomes  you  have  achieved. 
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PREVIEW  OF  TOPICS  TO  BE  COVERED  IN  UNIT  1 


Section  1:  WHAT  IS  ADOLESCENCE? 

• adolescence  in  the  life  cycle 

• your  attitudes  to  adolescence 

• the  tasks  of  adolescence 


Section  2:  DIMENSIONS  OF  NORMAL  DEVELOPMENT 

• biological 

• cognitive 

• social/interpersonal 

Section  3:  STRESSES  OF  NORMAL  ADOLESCENCE 

• the  “storm  and  stress”  debate 

• rebelliousness 

• independence 
® peer  pressure 

• peer /parent  conflict 

Section  4:  THE  ADOLESCENT  AT  RISK 

• who  uses  drugs  and  alcohol 

• why  adolescents  experiment  with  drugs  and  alcohol 
® why  some  adolescents  go  beyond  experimentation 

® why  a minority  of  adolescents  move  on  to  regular  use 

Section  5:  PRIMARY  RISK  FACTORS 
® developmental  lags 
® learning  disabilities  and  school  problems 
® family  problems,  focussing  on  parental  substance  abuse 
® social  skills  deficits 
® behavioural  difficulties 
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UNIT  1 : ADOLESCENT  DEVELOPMENT 


ESTIMATED  WORK  TIME  AND  STUDY  TIPS 


Have  your  VCR  and  tapes 
ready  I 


Keep  your  Book  of  Readings 
hatidy  too. 


The  estimated  study  time  for  this  Unit  is  about  12-15  hours  including  videotapes 
and  activities.  However,  the  time  you  need  will  depend  on  the  degree  of 
familiarity  you  already  have  with  the  issues  of  adolescent  development.  For  some 
learners,  it  will  be  primarily  a review. 

If  you  feel  that  your  background  in  this  area  is  strong,  spend  only  2-4  hours 
viewing  the  first  videotape,  reviewing  concepts,  and  estabhshing  the  perspective 
taken  by  this  course.  Whether  you  are  skimming  or  reading  deeply,  you  should 
spend  the  most  time  on  Section  4,  The  Adolescent  at  Risk,  and  Section  5, 
Primary  Risk  Factors. 

We  strongly  recommend  that  you  do  all  activities.  Educational  research  has 
shown  that  active  participation  of  the  student  in  his  or  her  own  learning  process 
is  more  effective  than  passive  reading,  in  terms  of  both  comprehension  and 
retention.  Of  course,  there  may  be  some  that  are  inappropriate  for  your  needs 
or  situation,  and  you  should  use  your  judgement  in  selecting  the  most  useful. 

You  should  begin  Unit  1 by  viewing  the  first  videotape  in  your  course  package. 
It  will  introduce  you  to  three  young  people  — Cindy,  Danny  and  Theresa  — and 
the  professionals  who  try  to  intervene  in  their  drug  use.  Each  of  the  stories 
imfolds  in  new  episodes  that  you  will  watch  at  the  beginning  of  each  Unit  in  the 
Workbook.  Pay  careful  attention  to  the  behaviour  of  both  teens  and  professionals: 
it  is  designed  to  illustrate  the  concepts  and  skills  of  your  course,  sometimes 
indirectly. 

A word  of  caution:  sometimes  we  show  negative  instances  of  professional 
behaviour.  We  intend  no  criticism  of  individual  professions  — these  mistakes 
are  common  in  all  Helds  of  work  with  youth  and  drugs.  As  the  stories  unfold, 
work  out  when  and  how  you  would  do  things  differently.  Notice  whether  or  not 
the  professionals  portrayed  learn  from  their  mistakes. 

There  are  many  general  films  on  adolescence  available.  One,  called  “Adoles- 
cence”, can  be  ordered  from  School  Services  of  Canada,  66  Portland  Street, 
Toronto,  M5V  2M8. 

Supplementary  insights  into  adolescence  can  be  found  in  the  chapter  by  Richard 
lessor  in  your  Book  of  Readings.  His  work  locates  adolescent  drug  and  alcohol 
use  in  a wider  universe  of  health  risk  behaviours  common  to  many  young  people. 
It  has  been  widely  read  and  praised  by  professionals  in  all  areas  of  youth  work. 


After  you  have  watched  videotape  Ul,  please  consider  the  questions 
raised  on  screen  by  presenter  Susan  Reisler.  You  will  find  them  in 
the  text  on  page  1-9, 
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Questions  — Videotape  #1 

Below  you  will  find  the  questions  raised  in  videotape  #1.  There  is  extra  space  on  the  following  page  for 
your  answers. 

‘‘Cindy”: 

1 . What  are  the  highlights  of  the  school  principal’s  strategy  to  ensure  that  another  drug-related  accident 
does  not  take  place?  Is  there  anything  you  think  he  could  or  should  have  done  differently? 


2.  What  is  your  assessment  of  music  teacher  Percy  Peacock’s  tactics  when  Cindy  quits  the  band?  Can 
you  explain  why  he  would  have  acted  this  way?  What  would  you  have  done? 


“Danny”: 

1 . What  do  you  know  about  Danny  to  suggest  that  he  might  be  drawn  to  inhalant  use? 


2.  How  would  you  describe  Mr.  and  Mrs.  Cooke’s  parenting  style?  How  does  it  relate  to  Danny’s 
decision  to  run  away? 


“Theresa”: 

1.  Theresa’s  mother,  Carla  Santos,  treats  her  hangover  as  a normal  part  of  growing  up.  Does  this 
attitude  seem  out  of  keeping  with  the  “do-drugs”  message  of  our  culture? 


2.  What  similarities  do  you  see  between  Theresa’s  interaction  with  her  mother  and  her  interactions  with 
Shelley  Oakes,  the  probation  officer?  Why  do  you  think  an  experienced  counsellor  like  Shelley 
would  take  such  a relaxed  attitude  to  a chent? 


% 
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Section  1:  WHAT  IS  ADOLESCENCE? 


In  this  section,  we  will  introduce  the  concept 
of  adolescence  and  its  significance  in  the  life 
cycle.  We  will  ask  you  to  examine  your  own 
attitudes  toward  teens,  and  become  aware  of 
any  prejudices  you  may  hold.  Then  we  will 
outline  the  developmental  tasks  of 
adolescence. 

The  unfolding  of  human  potential  in  people  of  any  age  is  one  of  the  remarkable 
processes  of  Ufe  and  Uving.  It  is  especially  vivid  during  adolescence.  We  often 
hear  adolescence  described  as  a “time  of  transition”,  but  it  is  also  an  in^rtant 
developmental  stage  in  its  own  right.  For  most  young  people,  it  is  a time  of  rapid 
change  and  exuberant  exploration,  a time  to  build  on  early  childhood  experience 
and  forge  a mature  identity. 

The  majority  handle  the  challenges  of  adolescence  very  well,  but  it  is  a period 
of  vulnerabiUty.  Not  all  children  are  fully  equipped  to  cope.  They  may  carry 
scars  from  childhood.  They  may  have  inadequate  supports,  at  home  or  in  their 
communities.  They  may  face  barriers  of  class,  race  or  gender  — and  so,  a hmited 
future. 

Our  society  lavishes  a great  deal  of  attention  on  teenagers,  but  it  provides  them 
with  few  guideposts  to  mark  the  way  to  successful  maturity.  There  are  no  clear 
role  models,  and  few  rites  of  passage.  And  although  we  adults  often  cannot 
answer  the  searching  questions  of  adolescents,  we  sometimes  expect  our  kids  to 
behave  more  wisely  than  we  do:  we  ask  them  to  simply  “say  no”  to  drugs  and 
alcohol,  while  adults  all  around  them  are  saying  “yes”.  We  expect  them  to  resist 
the  lure  of  mood  altering  substances,  though  our  culture  promotes  pleasure  and 
self-gratification  as  primary  Ufe  goals,  without  providing  the  means  for  aU  young 
people  to  attain  them.  We  are  not  always  good  at  giving  our  children  the 
confidence,  or  the  resources,  to  live  happily  and  weU.  Why  then  are  we  surprised 
(or  outraged)  when  they  turn  to  drugs? 

In  this  course,  we  encourage  you  to  recognize  and  celebrate  each  step  toward 
maturity  that  your  young  clients  take  — but  also  to  be  aware  of  the  stresses  they 
face. 


1.1  Adolescence  in  the  Life  Cycle 


It  is  only  in  our  own  century  that  people  have  begun  to  look  at  adolescence  as  a 
separate  stage  in  the  life  cycle,  with  its  own  essential  developmental  tasks  to  be 
accomplished.  If  childhood  is  the  time  to  master  basic  human  functions  such  as 
motor  skills  and  language,  and  adulthood  is  the  time  to  consoUdate  personal  and 
social  identity,  then  adolescence  is  the  time  of  exploration  and  opportunity, 
when  most  young  people  lay  down  the  foundations  for  physical,  psychological 
and  social  maturity. 


See  page  1-13  for  a list  of 
these  tasks. 


We  begin  our  course  on  youth  and  drugs  with  a description  of  normal  adolescence 
because  of  its  significance  in  the  hfe  cycle.  If  alcohol  and  drugs  interfere  with 
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the  mastery  of  crucial  developmental  tasks  at  this  time,  a young  person  will 
be  seriously  handicapped  in  reaching  his  or  her  full  potential. 

1.2  Your  Attitudes  Toward  Adolescence 


As  a trained  professional,  you  probably  consider  yourself  free  of  bias  toward 
youth.  However,  it  is  wise  to  examine  your  attitudes  and  beliefs  about  adoles- 
cence, as  it  is  a highly  charged  subject  — in  our  culture,  and  often  in  our  personal 
lives. 


Some  adults  romanticize  adolescence  as  a time  when  all  things  seem  possible. 

Can  you  identify  any  of  achieving  personal  dreams  to  changing  the  world.  Others  have  an  under- 

these  attitudes  in  yourself?  young  people,  seeing  them  as  unpredictable  and  uncooperative,  with 

a tendency  to  ignore  good  advice  and  make  serious  mistakes  with  their  lives. 

Others  see  them  as  a threat,  with  the  potential  to  disrupt  social  order.  Still  others 
react  to  adolescents  with  envy,  either  because  they  have  their  whole  lives  still 
ahead  of  them,  or  because  they  appear  to  be  “spoiled”,  with  privileges  and 
opportunities  they  themselves  did  not  enjoy. 

Popular  culture  has  perpetuated  some  distorted  ideas  about  teenagers  from 
theories  of  adolescence  now  seen  to  be  inaccurate.  Commonly  held  “myths” 
include  the  following: 

• that  all  teens  hover  on  the  edge  of  serious  behaviour  problems; 

• that  all  rebellious  behaviour  signals  a developmental  problem; 

• that  an  insurmountable  “generation  gap”  divides  every  family; 

• that  the  peer  group  “takes  over”  from  parents; 

• that  undesirable  friends  lead  good  kids  astray; 

• that  adolescents  generally  reject  their  parents’  standards  and  values. 

In  these  myths  there  may  be  grains  of  truth,  as  we  shall  see,  but  as  a practitioner, 
you  must  investigate  each  case  carefully  before  drawing  conclusions. 


Watch  for  the  impact  of 
these  myths  in  the  on-going 
stories  of  Cindy,  Danny  and 
Theresa. 


In  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  1-14  and  complete  ACTIVITY  1. 1 before 
continuing  with  this  Section. 
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1.3  The  Tasks  of  Adolescence 

There  is  general  agreement  among  researchers  about  the  developmental  tasks  an 
adolescent  must  begin  to  master.  To  summarize  an  extensive  literature,  these 
are: 

• to  achieve  physical  maturity; 

• to  explore  his/her  sexuaUty; 

• to  establish  intimate  relationships; 

• to  reach  social  maturity; 

• to  reach  intellectual  maturity; 

• to  achieve  independence  from  family  of  origin; 

• to  achieve  economic  independence  through  the  acquisition  of  education  and 
skills; 

• to  establish  a set  of  values  and  develop  die  self-discipline  to  adhere  to  them. 

It  is  a formidable  set  of  tasks.  Many  of  them  take  a hfetime  to  accomphsh  — if 
ever.  It  is  important  to  remember  the  enormity  of  the  challenge  facing  die  average 
adolescent  when  a difficult  one  is  sitting  in  your  office.... 

We  cannot  describe  these  tasks  in  detail  here,  but  you  will  find  them  discussed 
in  most  standard  texts  on  adolescence,  some  of  which  are  Usted  in  the  bibhography 
at  the  end  of  this  Unit.  As  well,  the  next  section,  “Dimensions  of  Normal 
Adolescence”,  delves  further  into  the  tasks  of  adolescence,  but  from  a sUghtly 
different  perspective. 
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ACTIVITY  1.1 

1.  Think  back  to  your  own  adolescence.  Were  you  mainly  happy  or  sad,  mainly  angry  or  content, 
mainly  rebellious  or  compliant?  How  might  your  experiences  affect  your  attitudes  toward  teenagers 
today?  Think  of  three  possible  ways. 


2.  Think  of  one  or  more  adolescents  that  you  know  and/or  work  with  about  whom  you  have  strong 
feelings.  How  is  s/he  like  or  unlike  yourself  as  a teen?  Like  or  unlike  your  general  picture  of  teens 
today?  How  have  these  similarities  and  differences  affected  your  responses  to  him/her? 
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Section  2:  DIMENSIONS  OF  NORMAL  DEVELOPMENT 


In  this  Section,  we  will  outline  the  biological, 
cognitive  (intellectual),  and  psychosocial 
processes  of  normal  adolescence.  Although 
they  may  be  stressful  and  disruptive,  they  are 
just  as  likely  to  be  exciting  and  productive. 

The  transition  from  childhood  to  adulthood  is  marked  by  great  expansion  in  the 
physical,  intellectual,  and  psychosocial  capacities  of  young  people.  As  their  new 
powers  collide  with  social  and  cultural  expectations  and  opportunities,  the  result 
is  a dynamic  process  of  change. 

The  pattern  of  change  is  neither  orderly  nor  predictable.  Rapid  advances  may 
occur  in  one  area,  while  other  areas  lag  behind.  Periods  of  progress  may  be 
followed  by  periods  of  regression.  Individual  and  cultural  differences  give  each 
child  a unique  adolescence.  However,  we  generally  agree  that  it  all  begins  with 
the  momentous  biological  changes  of  puberty  .... 

2.1  Biological  Development 

The  major  biological  changes  of  adolescence  are: 

• rapid  growth; 

• changing  body  shape  and  dimensions; 

• the  development  of  secondary  sex  characteristics; 

• the  development  of  mature  reproductive  capacity. 


The  two  central  events  are  puberty  and  the  adolescent  growth  spurt 

• Puberty:  The  term  puberty  applies  to  the  first  phase  of  adolescence,  when 
the  process  of  sexual  maturation  begins.  This  process  is  cued  by  dramatic 
hormonal  changes,  which  transform  the  child’s  body  into  its  mature  form 
and  prepare  it  for  reproduction.  Its  onset  depends  on  the  individual’s  genetic 
inheritance  and  general  health.  Puberty  normally  occurs  over  a two  year 
period,  and  begins  in  girls  about  two  years  sooner  than  in  boys.  Research 
suggests  that  it  is  happening  earher  with  the  passage  of  history. 

• Adolescent  Growth  Spurt:  Adolescent  growth  varies  widely  in  timing  and 
duration.  It  takes  an  average  of  about  four  and  a half  years  to  complete. 
Some  young  people  will  have  completed  the  process  before  others  have 
begun.  In  boys,  the  peak  of  the  spurt  is  usually  reached  between  ages 
thirteen  and  fifteen.  In  girls,  the  process  usually  begins  and  ends  about  two 
years  earlier  (eleven  to  thirteen).  It  is  normal  for  parts  of  the  body  to  grow 
at  different  rates:  head,  hands  and  feet  often  reach  full  size  before  arms  and 
legs.  The  growth  of  the  torso  is  completed  last. 

• Timing:  Differences  in  the  rates  and  timing  of  biological  development  are 
normal.  However,  extreme  differences  can  be  problematic  for  an  adoles- 
cent, and  may  affect  the  way  s/he  is  seen  by  others  and  therefore  the  way 
s/he  comes  to  see  him/herself. 


The  implications  of  late  and 
early  maturation  are  dis- 
cussedfurther  in  Section  5 of 
this  Unit,  pages  1-42, 1-43. 
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• The  Order  of  Events : The  sequence  of  events  in  the  biological  development 
of  boys  and  girls  is  summarized  in  Figure  1.1,  below. 


BIOLOGICAL  DEVELOPMENT 

MATURATION  IN  BOYS 

MATURATION  IN  GIRLS 

° testes  and  scrotum  increase  in  size 

° adolescent  growth  spurt  begins 

° pubic  hair  begins  to  appear 

° pubic  hair  begins  to  appear 

° adolescent  growth  spurt  starts 

® breast  development  begins,  hips  round,  axil- 

lary  hair  develops 

° the  penis  begins  to  enlarge 

° uterus,  vagina,  clitoris,  labia  increase  in  size 

° voice  deepens  as  larynx  grows 

° breasts  develop  further 

° hair  appears  under  arms,  on  upper  Up 

° growth  spurt  reaches  peak  then  declines 

° sperm  production  increases 

° onset  of  menstruation  — almost  always  after 

° growth  rate  reaches  peak  rate 

the  peak  rate  of  growth  in  height 

i:l  ° prostate  gland  enlarges 

° pubic  hair  development  complete,  foUowed 

by  mature  breast  development  and  axillary  hair 

° sperm  production  sufficient  for  fertiUty 

° period  of  adolescent  steriUty  ends  about  one 

° physical  strength  reaches  a peak 

year  following  menarche 

Fig.  1.1  Adapted  from  Adolescence  And  Youth;  Psychological  Development  in  a Changing 
World  i&yJ.S.  Conger  and  A.  C.  Petersen,  1984,  pp.  106-107. 


For  more  on  sexual  de- 
velopment, see  pages  1- 
18.  1-19. 


• Impact  of  Biological  Development:  Most  teens  are  acutely  sensitive  to  the 
biological  changes  they  are  experiencing.  Thoughts,  and  sometimes  actions, 
may  become  sexually  charged.  The  so-called  “shock  of  puberty”  may  cause 
a young  person  to  change  suddenly  — to  withdraw,  to  become  more 
introspective  and  self-involved,  or  to  become  bold,  outspoken  and  high- 
spirited.  These  changes  are  normal,  although  they  may  be  difficult. 


Researchers  have  found  that  during  early  adolescence,  kids  are  often 
intensely  critical  of  their  appearance,  which  may  become  the  dominant  issue 
of  their  Uves.  Young  adolescents  may  feel  at  odds  with  their  bodies,  and 
unhappy  about  dieir  looks:  they  desperately  want  to  be  taller,  shorter,  thinner 
or  heavier,  in  spite  of  the  fact  that  few  can  measure  up  to  the  ideal  image 
of  “man”  or  “woman”  in  our  society.  Normally,  body  image  improves  as 
adolescents  mature. 
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COUNSELLOR'S  TIP 


Biological  changes  are  ofi^  the  signal  for  a change  in  the  social 
status  of  the  adolescent.  When  the  teenager  looks  nH)re  adult, 
s/he  is  usually  allowed  and/or  expected  to  take  on  raore  adult 
responsibilities.However.appearancesmaybedeceivmgicog- 
nitive>  emotional  and  social  maturity  often  lag  well  behind 
biological  maturity.  Be  on  the  lookout  for  discrepancies. 


In  order  to  rnake  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  1-24  and  complete  ACTIVITY  1 .2  before 
continuing  with  this  Section. 


2.2  Cognitive  (Intellectual)  Development 

Most  kids  experience  a qualitative  change  in  their  cognitive  abilities  in  adoles- 
cence. They  progress  from  the  conditioned  responses  and  trial  and  error  learning 
of  childhood  to  the  acquisition  of  abstract  concepts,  the  manipulation  of  those 
concepts  and  the  development  of  insight.  They  gain  the  capacity  to  generalize 
from  what  they  know,  project  into  the  future,  and  approach  a subject  from  many 
perspectives.  Jean  Piaget,  the  famous  Swiss  psychologist,  called  this  “the  stage 
of  formal  operations.  ” In  everyday  language,  we  might  call  it  the  ability  to  solve 
problems. 

Cognitive  maturation  has  far  reaching  effects  on  education,  social  life,  political 
and  moral  thinking,  identity  and  self-esteem. 

• In  school,  young  people  become  capable  of  studying  subjects  which  require 
abstract  reasoning  skills. 

• In  their  social  lives,  adolescents  gradually  become  more  aware  of  the  motives 
and  feelings  of  others.  Until  this  development  takes  hold,  the  adolescent 
may  be  self-absorbed,  self-conscious  and  hypersensitive. 

• Adolescents  gain  the  ability  to  question  family  rules  and  values,  as  well  as 
the  “received  truths”  of  political  and  religious  institutions. 

• The  adolescent  will  normally  exercise  his/her  new  found  intellectual  abilities 
to  develop  a personal  value  system  and  think  about  moral  and  philosophical 
issues. 

• Changes  in  cognitive  ability  contribute  to  an  increased  potential  for  anxiety 
and  worry  in  early  adolescence.  Young  people  may  begin  to  imagine  or 
wonder  obsessively  about  things  which  upset  them.  They  may  tend  to 
exaggerate,  or  “borrow  trouble”. 
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The  average  age  of  first  in- 
tercourse in  Canada  is  now 
about  16  years  (16.2  in 
1980). 


• Young  people  may  use  their  new  analytical  abilities  to  identify  the  limitations 
in  themselves  or  the  circumstances  of  their  lives  — both  imaginary  and  real. 
It  can  be  an  especially  difficult  time  for  teens  who  are  handicapped,  learning 
disabled,  or  socio-economically  disadvantaged,  as  the  injustice  of  their 
situation  becomes  clear  to  them. 


frt  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  1-25  and  complete  ACTIVITY  1 .3  before 
continuing  with  this  Section, 


2.3  Psychosocial  Development 

Adolescence  is  marked  by  a growing  drive  toward  the  independence  of  adulthood. 
Teens  strive  to  set  standards  for  their  own  behaviour,  and  shift  their  primary 
social  orientation  outside  the  family,  toward  their  peers.  They  use  their  emerging 
cognitive  skills  to  push  at  the  social  bounds  of  childhood. 

In  the  subsections  below,  we  will  explore  the  following  significant  aspects  of 
psychosocial  development  in  adolescence: 

• sexual  identity, 

• emotions, 

• behaviour, 

• family  relations, 

• peer  group  relations. 

Sexual  Identity 

Biological  development  presents  one  especially  explosive  challenge  to  the  adoles- 
cent: how  to  integrate  emerging  sexuality  into  social  identity  and  relationships 
with  others. 

By  mid-adolescence,  most  teenagers  are  increasingly  engaged  in  sexual  explora- 
tion and  often,  sexual  intercourse.  There  are  still  differences  in  levels  of  male 
and  female  sexual  activity,  with  boys  more  sexually  active,  although  the  gap  is 
narrowing  as  the  double  standard  declines. 

This  is  not  to  say  that  promiscuity  is  widespread  among  teenagers.  Research 
suggests  that  adolescents  are  not  as  obsessed  with  sex  as  some  commentators 
would  have  us  believe.  According  to  surveys,  both  girls  and  boys  place  a high 
value  on  the  quality  of  relationships,  emphasizing  the  importance  of  commitment, 
respect  and  love  over  sex.  The  majority  of  both  sexes  agree  that  casual  sex  is 
undesirable.  Further,  while  adolescents  do  experiment  with  sex  at  a younger  age 
than  in  previous  generations,  there  are  wide  variations  in  their  level  of  sexual 
activity.  Even  among  sexually  experienced  young  people,  the  majority  report 
that  sexual  activity  is  infrequent. 
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Sexual  orientation  is  an  issue  for  a significant  number  of  young  people.  The 
context  of  development  for  gay  and  lesbian  youth  is  profoimdly  different  from 
that  of  their  “straight”  peers,  and  usually  difficult.  Prevailing  social  sentiments 
leave  many  feeling  uncomfortable  about  themselves  generally  and  their  sexuahty 
in  particular.  They  have  difficulty  finding  adequate  information  and  support.  In 
our  culture,  which  invests  heterosexual  youth  with  its  highest  sexual  value,  gay 
and  lesbian  youth  often  feel  worthless.  There  is  no  evidence  that  gays  are  any 
more  or  less  sexually  active  or  obsessed  with  sex  than  their  heterosexual  peers. 
Fully  developed  relationships  are  equally  of  interest  to  gays,  although  casual  sex 
may  be  more  acceptable  because  of  existing  negative  social  attitudes  towards  gay 
and  lesbian  relationships.  Stress  levels  may  be  high  for  gays  as  a consequence 
of  having  a more  complex  adolescence. 


COUNSELLOR’S  TIP 


The  spectre  of  AIDS  is  a factor  in  the  development  of  sexual 
ethics  for  all  adolescents.  It  has  been  identified  as  being  most 
significant  to  young  gay  men;  however,  you  should  recognize  its 
relevance  to  both  young  lesbians  and  young  heterosexuals. 


Emotions 

The  sudden  burst  of  changes  to  the  physical  and  social  self  almost  inevitably 
causes  some  emotional  upheaval.  Although  few  young  people  suffer  long  term 
ill  effects  — most  do  “grow  out  of  it”  — a number  of  studies  confirm  that  higher 
levels  of  anxiety  and  unhappiness  are  expressed  by  adolescents  than  by  adults. 
They  may  take  several  forms: 

• Anxiety  is  a generalized  emotion  which  causes  the  individual  to  feel  fearful, 
on  edge,  uneasy  or  depressed.  In  early  adolescence,  there  tends  to  be  a rise 
in  reported  anxiety,  which  may  remain  at  high  levels  over  a two  or  three 
year  period.  It  is  often  related  to  fears  about  popularity,  independence 
and/or  concerns  about  sexuahty.  Some  anxiety  can  be  explained  by  the 
difficult  goal  setting  and  vocational  decisions  which  teens  are  pressed  to 
make. 

• Mood  swings  are  also  common,  especially  in  young  adolescents.  Because 
of  both  hormonal  changes  and  the  range  of  other  upheavals  they  are 
experiencing,  teens  go  through  extremes  of  joy,  sorrow,  elation,  depression, 
optimism,  frustration,  etc.  In  most  cases,  these  stabilize  with  maturity. 

• Loneliness  is  related  to  low  self-esteem,  anxiety,  depression  and  interper- 
sonal problems.  Lonely  adolescents  are  often  those  who  are  afraid  of  social 
interaction  because  they  can’t  imagine  that  people  will  like  them. 

• Depression  stems  most  often  from  failure  to  achieve  important  personal 
goals,  or  from  feelings  of  worthlessness  or  powerlessness  in  a significant 
area  of  hfe.  It  is  likely  related  to  family  problems,  or  personal  problems, 
such  as  persistent  unpopularity. 


Stress  levels  for  gay  and 
lesbian  teens  may  be  high. 
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• Narcissism,  or  obsessive  concern  about  oneself,  is  also  common  among 
adolescents.  Many  have  an  exaggerated  view  of  their  personal  difficulties 
and  feel  they  suffer  problems  of  a unique  nature. 

As  well  as  these  negative  emotions,  adolescents  may  experience  and  express 
development  in  terms  of  the  positive  emotions  of  optimism,  hope,  wonder, 
excitement  and  so  on.  These  are  part  of  a general  tendency  toward  enhanced 
self-confidence  that  goes  along  with  increasing  capacities  in  normal  adolescence. 
At  the  extreme  end  of  this  spectrum  are  the  common  feelings  of  omnipotence  and 
invincibility  that  can  lead  some  teens  to  risk-taking  behaviour. 


COUNSELLOR’S  TIP 

For  most  young  people,  the  effects  of  the  emotions  described 
above  are  short  term,  and  indeed  their  resolution  contributes  to 
ultimate  maturity.  Reassure  worried  teens  that  even  emotional 
extremes  are  normal  at  this  time  of  life. 


Behaviour 


It  is  important  not  to  use 
adult  criteria  in  judging 
teenagers  ’ behaviour. 


As  autonomy  and  identity  become  issues,  kids  often  “try  on”  a range  of  new 
behaviours.  It  is  important  not  to  use  adult  criteria  in  judging  them.  The 
behaviours  summarized  below  are  part  of  healthy  adolescent  development. 

• Inconsistent  Behaviour:  It  is  normal  for  a young  person  to  behave 
inconsistently.  S/he  is  in  the  process  of  forging  a personal  identity,  and 
needs  to  experiment  with  different  behaviours  to  see  what  “feels  right.”  In 
general,  the  more  teens  experiment  (within  limits),  the  more  solid  their 
emerging  decisions. 

• Need  for  Privacy:  Teens  may  become  more  introspective,  and  show  an 
increased  desire  for  privacy.  They  may  appear  lazy  or  self-absorbed,  but 
in  fact,  kids  need  this  time  for  “daydreaming”  because  they  are  occupied 
with  the  effects  of  great  change.  They  are  probably  working  harder  to  define 
themselves  than  they  ever  will  at  any  one  time  again. 

• Rebelliousness:  Rebelliousness  is  expressed  most  strongly  in  early  adoles- 
cence, and  is  probably  an  expression  of  the  wish  to  be  rid  of  childhood 
dependency  before  all  the  capacities  necessary  for  self-regulation  are  in 
place.  It  is  often  expressed  as  disagreement  with  — or  defiance  of  — the 
values  and  decisions  of  parents  and  other  adults.  Testing  the  limits  of 
authority  is  useful  to  the  adolescent  as  a means  of  establishing  his/her  own 
rules.  Rebelliousness  should  be  viewed  as  normal  behaviour  which  serves 
to  initiate  and/or  reinforce  the  process  of  becoming  independent  from 
parental  authority.  It  is  likely  to  increase  when  teenagers  are  unduly 
restricted. 


• Experimentation:  Adolescence  is  associated  with  experimenting,  and  with 
testing  the  limits  of  one’s  self  and  the  environment.  Adolescents  have  a 
strong  desire  to  experience  things  directly.  Warnings  from  adults  may  be 
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ignored  because  adolescents  need  their  own  answers.  The  urge  to  experi- 
ment, combined  with  feelings  of  omnipotence  and  immortaUty,  contributes 
to  the  high  rate  of  accidents  and  implanned  pregnancies  in  this  age  group. 
It  can  also  be  associated  with  various  forms  of  emotional  i^heaval  — from 
“heartbreak”  to  feelings  of  failure  and  depression.  It  is  certainly  associated 
with  drug  taking. 

In  early  adolescence,  impulse  control  is  not  well  developed,  which  is  a factor 
when  experimentation  turns  to  risk-taking  behaviour.  (Risk-taking  will  be 
discussed  in  Sections  4 and  5,  later  in  this  Unit.)  Many  yoimg  people, 
especially  males  aged  twelve  to  fifteen,  are  struggling  to  gain  control  over 
new  feelings  of  anger  and  aggression.  Their  increasing  physical  develop- 
ment adds  to  their  capacity  to  be  out  of  control. 

Experimentation  is  a necessary  and  valuable  part  of  the  developmental 
process.  In  relation  to  drugs  and  alcohol,  experimentation  is  widespread 
in  adolescence,  and  should  be  considered,  at  most,  a warning  signal 
rather  than  a crisis.  Whether  we  like  it  or  not,  this  form  of  experimentation 
too  is  normal,  although  it  carries  serious  risks,  including  the  risk  of  on-going 
drug  involvement.  However,  most  teens  satisfy  their  curiosity  about  drugs 
without  incurring  many  negative  consequences. 


The  Family 

However  happy  the  childhood,  an  adolescent’s  relations  with  his/her  family  are 
inevitably  changed  by  his/her  striving  for  autonomy.  Adolescents  want  to  take 
charge  of  their  own  Uves,  but  they  may  not  be  ready.  It  is  typical  for  teens  to 
feel  (or  act)  adult  one  day,  child-like  the  next  — thus  bouncing  between  outbreaks 
of  autonomy  and  tumbles  back  into  dependence. 

The  way  adults,  in  particular  parents,  respond  to  the  adolescent’s  need  for 
independence  will  determine  how  successfully  the  young  person  masters  the 
transition  to  adult  life.  In  healthy  families,  the  adolescent  will  gradually  be 
accorded  a greater  role  in  family  decision  making,  and  will  be  expected  to  assume 
more  and  more  adult  responsibility  for  him/herself. 

Research  suggests  that  adolescents  are  most  successful  when  parents: 

• are  firm  (but  flexible)  about  their  own  values, 

• make  their  expectations  clear, 

• express  a strong  interest  in  their  sons  and  daughters, 

• encourage  autonomous  behaviour. 

Peer  Relations 

During  adolescence,  most  teens  show  increasing  interest  in  their  friendships.  The 
peer  group  serves  many  important  functions,  and  is  often  undervalued  by  adults: 

• it  provides  support  as  adolescents  seek  independence  from  family; 

• it  introduces  options  to  parental  values,  expectations,  etc.; 

• it  satisfies  needs  for  closeness,  friendship,  and  intimacy; 


Some  teens  “just  don’t 
know  their  own  strength  ”, 
literally  and  jiguratively. 


Unfortunately,  not  all 
adults  are  good  parents.  In 
videotape  Ml,  what  parent- 
ing  problems  were  facing 
Danny,  and  Theresa? 
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• it  helps  build  self-esteem; 

• it  provides  feedback,  to  let  teens  know  how  they  compare  to 
others  like  themselves. 


During  early  and  middle  adolescence,  young  people  often  manifest  an  intense 
need  for  acceptance  by  a chosen  peer  grox^,  and  may  demonstrate  a high  degree 
of  conformity  to  group  norms.  Peer  values,  dress  codes,  hair  styles  and  musical 
tastes  serve  to  emphasize  “belonging”,  and  to  differentiate  teens  from  adults. 
Within  the  peer  groi^,  young  people  are  able  to  extend  the  boundaries  of  personal 
identity.  Here,  they  feel  they  are  always  taken  seriously  (unlike  at  home),  and 
can  express  a range  of  ideas  and  feelings  in  a non-judgmental  atmosphere.  Where 
their  ideas  and  feelings  differ  from  their  peers,  at  least  they  are  part  of  a debate 
among  equals. 


Heterosexual  norms  in  the 
peer  group  can  cruelly  iso- 
late kids  with  homosexual 
preferences. 


Young  teens  tend  to  form  intense  friendships  with  others  who  are  like  themselves 
— of  the  same  sex,  similar  in  age  and  interests,  and  from  the  same  social 
background  and  neighbourhood.  These  friendships  may  be  intensified  into  same 
sex  “cliques”.  Over  time,  unisex  chques  begin  to  interact,  and  heterosexual 
“crowds”  are  formed.  The  crowd  provides  a social  context  for  the  transition 
between  unisex  and  heterosexual  activities,  and  can  cruelly  isolate  kids  with 
homosexual  preferences.  In  later  adolescence,  although  the  peer  group  continues 
to  be  an  important  dimension  of  adolescents’  lives,  friendships  are  less  exclusive, 
and  more  individuality  is  acceptable. 


For  some  teens,  “belonging”  is  not  straightforward.  They  may  explore  a 
succession  of  peer  networks  to  discover  where  they  feel  comfortable,  and  where 

they  can  negotiate  acceptance.  Some  are  vulnerable  to  real  (and  imagined) 

For  more  about  peer  pres-  judgements  and  expectations  of  peers,  either  those  of  “the  group”  or  of  particular, 
sure,  see  pp.  1-31,  1-32.  status  individuals. 

It  has  been  suggested  by  some  researchers  that  adolescents  who  are  rejected  by 
their  peers,  and  belong  to  neither  a clique  nor  a crowd,  may  form  a “gang”. 
From  this  point  of  view,  one  of  the  gang’s  main  functions  is  to  engage  in 
anti-social  behaviour  to  compensate  for  social  rejection. 


fn  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  1-26  and  complete  ACTIVITY  1.4  before  going 
on  with  this  Section. 
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2.4  Normal  Adolescent  Development:  A Summary 

The  classic  three-stage  model  of  adolescent  development  in  the  chart  below  is 
intended  to  help  you  think  about  the  broad  tendencies  and  trends  of  change  that 
you  have  just  read  about.  It  cannot  predict  events  in  the  lives  of  individual  chents, 
but  it  will  help  you  organize  the  material  presented  in  this  Section. 


THE  PSYCHOSOCIAL  DEVELOPMENT  OF  ADOLESCENTS 


EARLY 

ADOLESCENCE 
(ages  12-14) 

MIDDLE 
ADOLESCFJVCE 
(ages  15-17) 

LATE 

ADOLESCENCE 
(ages  18  and  up) 

INDEPENDENCE 

° less  interest  in  paren- 
tal activities 

° peak  of  parental  con- 
flicts 

° reacceptance  of  paren- 
tal advice  and  values 

BODY  IMAGE 

° preoccupation  with 
self  and  pubertal  chan- 
ges 

° uncertainty  about  ap- 
pearance 

° general  acceptance  of 
body 

° concern  over  making 
body  more  attractive 

° acceptance  of  pubertal 
changes 

PEER  RELATIONS 

° intense  relationships 
with  same  sex  friends 

° peak  of  peer  involve- 
ment 

° conformity  with  peer 
values 

° increased  sexual  ac- 
tivity 

° peer  group  less  impor- 
tant 

° more  time  spent  in  in- 
timate relationships 

IDENTHY 

° increased  cognition 
° increased  fantasy 
world 

° idealistic  vocational 
goals 

° increased  need  for 
privacy 

° lack  of  impulse  control 

° increased  scope  of 
feelings 

° increased  intellectual 
powers 

° feelings  of  omnipotence 
° risk  taking  behaviour 

° practical,  reahstic 
vocational  goals 
° refinement  of  values 
° ability  to  compromise 
and  to  set  limits 

Fig.  1.2  Adapted  from  Neinstein,  L.S.,  Stewart,  D.C.  "Psychosocial  Development  of  Adoles- 
cents" in  Mo\e^cex\\  Health  Care:  A Practical  Guide.  Urban  & Schwarzenberg,  Baltimore 
( 1 984),  page  40. 


In  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  1 -27  and  complete  ACTlVfTY  1.5  before  going 
on  to  Section  3. 
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ACTIVITY  1.2 

In  order  to  explore  the  impact  of  biological  development,  ask  three  teenagers  of  different  ages  to  describe 
their  body  image  to  you,  including  what  they  like  and  don’t  like  about  their  bodies,  and  how  they  think 
they  are  perceived  by  others.  (Do  this  activity  only  if  you  feel  confident  of  your  interview  skills  when 
discussing  sensitive  issues.  If  you  do  not  feel  confident,  preview  Section  2.1  in  Unit  3 on  counselling 
the  adolescent,  or  omit  this  activity.) 

Be  aware  of  the  emotional  shading  of  their  descriptions.  Compare  the  number  of  positive  references 
with  the  number  of  negative  references. 
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ACTIVITY  1.3 

In  order  to  explore  cognitive  development,  ask  three  teenagers  of  different  ages: 

1)  whether  or  not  they  believe  in  God,  and  why; 


2)  whether  they  know  what  political  party  they  would  vote  for  if  there  was  an  election  coming  up,  and 
why; 


3)  what  they  imagine  they  will  be  doing  in  ten  years; 


4)  what  they  imagine  the  world  will  be  like  in  ten  years. 


Notice  the  difference  that  their  ages  make  to  their  responses.  Be  careful  not  to  let  your  own  values 
intrude  in  these  conversations.  (Do  this  activity  only  if  you  feel  confident  of  your  interview  skills 
when  discussing  sensitive  issues.  If  you  do  not  feel  confident,  preview  Section  2.1  in  Unit  3 on 
counselling  the  adolescent,  or  (rniit  this  activity.) 
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ACTIVITY  1.4 

In  order  to  explore  the  range  of  feelings  and  behaviours  in  normal  adolescence,  arrange  for  the  following 
discussions: 

1.  Ask  three  teenagers  of  different  ages  to  describe  themselves  in  terms  of  these  emotions: 

• anxiety  • loneliness  • narcissism 

• mood  swings  • depression  • hope  and  enthusiasm 

If  this  activity  is  too  difficult  to  arrange,  profile  three  teens  that  you  work  with,  or  describe  your  own 
adolescence,  in  these  terms. 


2.  Ask  three  teenagers  of  different  ages  to  describe  themselves  in  terms  of  these  behaviours: 

• rebelhon  • risk-taking  • demands  for  privacy 

• experimentation  • inconsistent  behaviour 

If  this  activity  is  too  difficult  to  arrange,  profile  three  teens  that  you  work  with,  or  describe  your  own 
adolescence,  in  these  terms. 


(Do  this  activity  only  if  you  feel  confident  of  your  interview  skills  when  discussing  sensitive  issues. 
If  you  do  not  feel  confident,  preview  Section  2.1  in  Unit  3 on  counselling  the  adolescent,  or  omit 
this  activity.) 
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ACTIVITY  1.5 

For  each  of  the  developmental  tasks  listed  on  page  1-13,  briefly  describe  an  adolescent  in  your  work 
context  who  is  having  difficulty  achieving  mastery.  This  activity  will  prepare  you  for  Sections  3 and  4 
of  this  Unit,  which  will  discuss  normal  stresses  and  special  risk  factors  of  adolescence. 


1)  to  achieve  physical  maturity; 


2)  to  explore  sexuality; 


3)  to  estabhsh  intimate  relationships; 


4)  to  reach  social  maturity; 


5)  to  reach  intellectual  maturity; 


6)  to  achieve  independence  from  family  of  origin; 


7)  to  achieve  economic  independence  through  the  acquisition  of  education  and  skills; 


8)  to  establish  a set  of  values  and  develop  the  self-discipline  to  adhere  to  them. 
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Section  3:  SPECIAL  ISSUES  IN  ADOLESCENT 
DEVELOPMENT 


In  this  Section,  we  will  explore  aspects  of 
development  which  often  trouble  adolescents 
and  others  in  their  lives,  despite  their 
normalcy.  They  are  extensions  of  issues 
addressed  in  Section  2.  These  “special 
issues  ” of  adolescence  are: 

• storm  and  stress 

• rebelliousness 

® developing  independence 

• peer  pressure 

• peer/parent  corflict. 


Adolescence  can  be  the  best 
of  times,  or  the  worst  of  times. 


Research  and  clinical  experience  show  that  children  vary  enormously  in  the 
degree  to  which  they  experience  problems  in  adolescence.  For  some,  the 
challenges  of  rapid  change  are  a creative  force,  while  for  others  the  demands  are 
overwhelming  and  may  be  more  negative  in  their  effects,  at  least  in  the  short 
term.  They  are  handled  more  or  less  successfully  (and  more  or  less  smoothly) 
by  each  child,  depending  on  the  social  environment  and  the  personal  resources 
at  his/her  disposal.  If  they  are  not  handled  successfully,  it  is  our  assumption 
that  the  resulting  stress  may  place  the  adolescent  ^at  risk*’  for  harmful 
involvement  with  alcohol  and  drugs,  as  well  as  other  problem  behaviours. 


3.1  The  “Storm  and  Stress”  Debate 


Today’s  practitioners  have  inherited  a powerful  concept  of  adolescence  as  turmoil 
from  G.  Stanley  Hall  (1904),  a pioneer  in  the  field.  His  concept  of  “sturm  und 
drang”  (storm  and  stress)  has  become  part  of  the  folklore  of  the  western  world. 

In  his  landmark  studies  of  adolescents.  Hall  was  struck  by  the  wide  and  chaotic 
range  of  his  subjects’  emotions.  He  described  this  period  in  the  hfe-cycle  as  one 
of  extreme  “storm  and  stress”,  concluding  that  it  was  characteristic  of  the 
adolescent  to  swing  between  emotional  extremes: 

“Energy  alternates  with  lethargy,  exaltation  with  depressive 
gloom,  childish  selfishness  with  altruistic  selflessness,  conceit  with 
humility,  tenderness  with  cruelty  and  curiosity  with  apathy.  ” 

(Quoted  in  Conger  & Paterson,  1984,  pp.  10-11.) 

However,  since  Hall’s  time,  our  concept  of  stress  in  adolescence  has  been 
considerably  modified.  More  recent  research  points  out  that  his  theory  was  based 
on  data  from  clinical  populations,  not  normal  ones.  When  normal  populations 
are  studied,  it  appears  that  the  stress  associated  with  adolescent  growth  falls  short 
of  the  extremes  suggested  by  Hall  and  his  followers.  Daniel  and  Judith  Offer 
(1975)  conducted  studies  of  normal  adolescent  boys,  and  found  that  80%  coped 
well.  They  documented  three  distinct  growth  patterns  among  their  subjects,  in 
which  stress  levels  varied: 

• a continuous  growth  pattern,  in  which  subjects  followed  a smooth  transi- 
tion to  adulthood; 
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• a surgent  growth  pattern,  experienced  by  the  majority  of  subjects  and 
characterized  by  higher  levels  of  stress,  lower  self-esteem,  more  anger  and 
depression,  and  longer  periods  of  regression; 

• a tumultuous  growth  pattern,  typical  of  a minority  of  young  people,  who 
did  indeed  experience  adolescence  as  a stormy  time.  They  showed  the 
highest  degree  of  internal  turmoil,  the  most  behavioural  problems  at  school 
and  considerable  anxiety.  As  a group,  they  mistrusted  adults  and  were  often 
in  serious  conflict  with  them. 

Social  learning  theorists  suggest  that  the  extent  of  “storm  and  stress”  in 
adolescence  depends  on  whether  a child’s  previous  life  experiences  enable 
him/her  to  cope  with  the  new  demands  of  adolescence.  There  is  strong  evidence 
to  support  the  idea  that  children  who  grow  up  in  caring,  supportive  families  have 
less  difficulty  in  adolescence  than  those  raised  in  rejecting  or  conflict  ridden 
homes. 

Cross-cultural  research  has  added  yet  another  critique  of  Hall’s  generalizations 
by  showing  us  that  adolescence  is  experienced  differently  in  every  culture.  In 
the  dominant  Canadian  culture,  the  developmental  tasks  facing  adolescents  have 
become  more  complex  and  more  vague  — which  may  increase  stress  levels. 
Growing  up  may  be  more  challenging  today  because  our  society  is  in  flux.  The 
suggestion  is  made  by  some  theorists  that  adults  are  as  much  in  search  of  then- 
identity  as  adolescents.  They  are  equally  involved  in  questioning  values, 
economic,  political  and  rehgious  institutions,  even  family  roles  and  relationships 
— especially  in  the  context  of  cosmopolitan,  multicultural  communities. 

In  Canadian  society  then,  we  have  learned  to  expect  “storm  and  stress”  throughout 
our  lives  — not  just  in  adolescence.  Responses  that  are  inappropriate  at  one  time 
may  be  useful  at  another;  behaviour  that  looks  pathological  may  in  fact  reflect 
processes  of  growth.  The  significance  of  particular  behaviours  can  only  be  seen 
within  the  context  of  the  total  life  span,  and  the  practitioner  should  be  cautious 
about  making  value  judgements. 


COUNSELLOR’S  TIP 

Adolescence  can  be  a stressful  time,  but  most  young  people 
confront  the  “special  issues”  of  adolescence  successfully.  You 
can  support  them  in  relation  to  whatever  stresses  they  do 
experience  by  showing  empathy,  and  avoiding  any  tendency  to 
behttle  or  minimize  expressed  problems  without  careful  explora- 
tion. 


The  experience  of  adoles- 
cence is  different  in  every 
culture  and  sub-culture. 
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3.2  Rebelliousness 

As  we  saw  in  Section  2,  rebellious  behaviour  is  a feature  of  normal  adolescence 
— an  expression  of  young  people’s  desire  for  autonomy  and  their  growing 
cognitive  abilities.  It  is  often  frightening  and  challenging  to  the  adults  in  their 
lives,  who  may  respond  by  imposing  heavy  restrictions  precisely  at  a time  when 
gradual  self-regulation  is  important  for  teens  — and  the  struggle  to  achieve  it  is 
a positive  factor  in  their  development. 

Although  adolescents  want  and  need  more  autonomy,  they  still  need  supervision 
too.  Especially  in  early  adolescence,  teenagers  may  have  feelings  of  anxiety  as 
comfortable  restrictions  begin  to  come  off.  To  cover  these  feelings  of  inade- 
quacy, they  may  behave  in  a rebellious  way,  and  appear  very  sure  of  themselves. 
Parents  and  others  may  be  fooled  into  thinking  they  are  ready  to  “go  it  alone”. 
In  fact,  the  teenager  needs  firm  guidance  and  assurance  from  adults  — along  with 
age-appropriate  privileges  and  responsibilities  and  acceptance  of  his/her  maturing 
status. 


In  videotape  #7,  Cindy, 
Danny,  and  Theresa  all  dis- 
played some  rebellious  be- 
haviour. Based  on  what 
you  've  seen  so  far,  does  their 
rebellion  (in  each  case)  seem 
“normal,  ” or  dangerous? 


In  some  kids,  however,  rebellious  behaviour  may  go  beyond  the  bounds  of  the 
normal  drive  toward  autonomy.  If  it  does,  there  is  almost  always  a reason. 
Problem  families  tend  to  create  the  conditions  for  problem  behaviour  in  their 
children.  Indeed  it  may  be  a sign  of  a teen’s  good  health  and  survival  ability 
to  rebel  against  a dysfunctional  family. 


COUNSELLOR’S  TIP 

Adolescents  who  act  out  their  rebelliousness  in  unacceptable 
forms  can  be  supported  in  the  following  ways:  you  can  provide 
continued  reassurance  about  their  general  progress  toward 
autonomy,  but  you  should  offer  guidance  only  if  asked;  you 
should  be  willing  to  explore  rules  in  their  environment,  and  the 
possibility  that  some  rules  are  overly  restrictive. 


3.3  Developing  Independence  from  Family 

As  we  have  seen,  separation  from  parents  is  a necessary  task  of  adolescence.  In 
some  cases,  the  process  may  be  filled  with  discord,  which  begins  suddenly  at  the 
start  of  puberty.  It  reaches  a peak  in  mid-adolescence,  when  conformity  to  peer 
group  is  strongest  and  conflict  with  parents  over  hfestyle  issues  is  highest. 

Factors  which  influence  the  development  of  independence  are  summarized  below: 

• Age  and  Physical  Maturity:  Independence  tends  to  be  granted  according 
to  age,  but  research  shows  that  some  adolescents  become  more  influential 
in  family  decision-making  as  a function  of  physical  maturity  alone. 
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• Cognitive  Ability:  As  adolescents  grow  mentally,  their  capacity  to  see  and 
articulate  alternatives  to  parental  edicts  also  increases.  As  a result,  they  can 
argue  for  privileges  more  successfully. 

• Gender  Differences:  Early  research  tended  to  suggest  that  boys  were  more 
interested  in  independence  than  girls.  However,  it  may  be  either  that  fewer 
gender-related  differences  exist  now  that  gender-roles  are  becoming  less 
rigidly  defined,  or  that  our  very  concept  of  independence  has  a gender  bias 
toward  a “male”  notion  of  achievement  and  success. 


• Parenting  Styles:  Democratic  parenting  (in  which  decisions  are  discussed 
and  taken  cooperatively)  is  associated  with  the  successful  development  of 
independence  by  teenagers,  while  both  autocratic  (overbearing)  and  lais- 
sez-faire (non-interfering)  parenting  are  handicaps.  Parents  who  provide 
explanations  for  rules,  and  those  who  provide  positive  encouragement  for 
independence-seeking  behaviour  in  their  children,  facihtate  the  separation 
process  too. 


• Parents’  Attitudes  to  the  Adolescent’s  Quest  for  Independence:  Parents 
derive  both  power  and  satisfaction  from  having  their  sons  and  daughters 
dependent  upon  them.  Some  may  find  this  relationship  difficult  to  give  up. 
Parents  who  have  an  investment  in  the  continued  dependence  of  their 
children  will  be  resistant  to  change  in  the  status  quo  of  family  relationships. 
This  may  be  especially  true  when  couples  have  drifted  apart,  and  centre 
their  emotions  and  homelife  activities  around  their  children.  The  attainment 
of  independence  may  be  particularly  difficult  for  the  yoimgest  child. 


Could  this  be  happening  in 
the  case  of  '‘Danny  ”? 


COUNSELLOR’S  TIP 

One  way  you  can  support  the  quest  for  independence  is  by 
recognijong  the  positive  functions  of  the  peer  group,  discussed 
in  more  detail  below. 


3.4  Peer  Pressure 


As  the  child  matures,  the  family  is  no  longer  the  main  point  of  reference  in  his/her 
life.  It  is  within  the  peer  group  that  the  young  person  seeks  vahdation  and  tests 
his/her  developing  sense  of  self.  The  teenager  who  is  becoming  more  involved 
with  a peer  group  and  expanding  his/her  circle  of  friends  will  come  in  contact 
with  unfamihar  values  and  ideas.  S/he  may  experience  direct  pressure  to  choose 
between  values  and  standards  s/he  has  learned  at  home  and  those  of  the  peer 
group.  Or,  just  as  likely,  s/he  may  feel  a strong,  internally  generated  desire  to 
conform. 

It  is  important  to  understand  what  peer  pressure  is,  and  how  it  usually  works. 
Kids  tend  to  select  friends  who  are  like  themselves  in  attitudes,  habits,  and 
personal  and  social  characteristics.  As  they  “hang  out”  or  explore  the  world 
together,  they  will  likely  develop  additional  similarities.  Because  they  are  “in 
sync”  with  one  another  to  start  with,  peers  do  not  usually  have  to  pressure  each 
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other  to  do  things.  What  is  more  probable  is  that  like-minded  kids  will  encourage 
and  support  each  other  in  trying  new  experiences.  If  this  includes  drug  taking, 
a “lifestyle”  may  form  around  use,  and  group  members  may  choose  to  express 
their  identity  through  use  and  related  behaviour. 


So,  for  most  kids,  “peer  pressure”  is  not  the  external  negative  force  it  is 
commonly  assumed  to  be.  Nonetheless,  a sizable  minority  do  identify  peer 
pressure  as  one  of  the  most  difficult  problems  they  have  to  cope  with.  A common 
research  finding  is  that  peer  pressure  is  a greater  force  in  the  lives  of  high  school 
age  girls  than  boys.  Girls  feel  greater  pressure  in  relation  to  grooming,  dress, 
opposite  sex  relations,  dating,  going  to  parties  and  smoking.  Boys  report  slightly 
more  pressure  than  girls  to  use  alcohol  and  drugs,  and  to  engage  in  sexual 
intercourse. 


Pay  careful  attention  to  the 
role  of  peers  in  the  on-going 
story  of  “Cindy.  ” 


Kids  who  do  not  fit  in  easily  with  a peer  group  may  be  particularly  vulnerable  to 
the  effects  of  peer  pressure.  Sometimes  rejection  creates  an  intense  desire  to 
belong.  Less  popular  teenagers  may  try  even  harder  to  respond  to  real  or 
imagined  pressures. 


COUNSELLOR’S  TIPS 


• One  way  you  can  support  the  exploration  of  peer  values  is  by 
helping  your  client  to  distinguish  between  those  held  by 
parents  and  those  held  by  peers,  and  then  to  locate  his/her 
own  preference  in  reference  to  both. 

• The  power  of  the  peer  group  can  be  harnessed  positively 
both  in  anti-drug  campaigns  and  in  counselling  work 
through  formal  or  informal  ‘‘peer  support”  networks. 
The  experiences  and  expressed  values  and  general  support  of 
non-drug-using  peers  can  have  great  influence  on  decisicms 
about  use  and  non-use  which  other  adolescents  must  make. 
Peer  support  can  also  provide  an  approach  to  the  solving  of 
adolescent  problems  in  a broad  context.  The  Alberta  Alcohol 
and  Drug  Abuse  Commission  (AADAC)  has  prepared  a guide 
for  schools,  entided  Peer  Support:  A Teacher’s  Resource 
(1986),  which  elaborates  some  general  principles.  The  Nova 
Scotia  Commission  on  Drug  Dependency  has  a kit  called  Peer 
Power  (1990)  which  is  directed  at  school  personnel  working 
with  grades  5-9. 


3.5  Peer/Parent  Conflict 

There  is  a widespread  perception  that  peer  pressure  can  induce  young  people  to 
behave  in  ways  that  their  families  do  not  condone;  that  there  is  a “youth  culture” 
which  opposes  the  values  and  standards  adults  are  attempting  to  impart.  Both 
researchers  and  parents  have  often  focussed  on  the  question:  who  is  more 
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influential,  parents  or  peers?  Current  thinking  suggests  that  the  polarization 
impUed  in  this  question  is  too  simphstic.  As  the  child’s  world  expands  beyond 
the  bounds  of  family,  it  is  natural  that  the  role  of  parents  becomes  more  limited. 
However,  for  most  children,  there  is  never  a time  when  parents  are  eclipsed  by 
peers,  at  least  not  as  long  as  the  children  live  at  home. 

The  relative  influence  of  parents  and  peers  is  context  specific.  Peers  have  more 
impact  in  day  to  day  matters  such  as  dress,  hair  styles  and  music,  while  parents 
continue  to  dominate  in  matters  such  as  behefs  and  values,  and  educational  goals. 
Peer  attachments  change  rapidly,  and  peer  influences  are  transitory  in  comparison 
to  those  of  parents.  On  almost  any  issue,  the  influence  of  parents  seems  to  outlast 
the  influence  of  peers.  Moreover,  some  research  has  shown  that  many  adoles- 
cents judge  their  peers  by  standards  learned  at  home,  from  their  parents. 

In  relation  to  alcohol  and  drug  use,  parents  are  influential  role  models  for  the  use 
of  legal  substances  (tobacco,  alcohol,  prescription  drugs).  Peers  are  influential 
role  models  for  the  initiation  and  maintenance  of  illegal  substance  using  be- 
haviour. But  kids  are  not  passive  objects  of  this  modelling.  Those  who  are 
curious  about  drugs  will  seek  out  the  like-minded  for  support  and  approval. 

Peer  culture  may  take  over  when  parents  abdicate.  As  previously  stated,  neither 
“laissez-faire”  nor  “authoritarian”  parents  provide  an  adequate  framework  for 
learning  to  cope  with  the  social  and  psychological  demands  of  adolescence.  In 
these  cases,  the  vacuum  may  be  filled,  for  good  or  ill,  by  the  peer  group. 

For  normal  adolescents,  neither  parents  nor  peers  have  over-riding  influence. 
Adolescents  themselves  evaluate  and  weigh  their  options  and  make  choices.  If 
a teenager  is  self-confident  and  has  learned  problem  solving  and  decision-making 
skills,  s/he  will  probably  resist  imwanted  pressure  from  peers  or  parents. 


COUNSELLOR’S  TIP 


• You  can  help  to  defuse  peer/paroit  conflict  by  encouraging 
partial  involvement  in  the  everyday  lives  of  their  children. 
Suggest  to  parents  that  they  make  an  effort  to  find  out  about 
their  kids’  emerging  world:  music,  dress,  styles,  con- 
troversies, etc.  Most  adolescents  will  find  this  a refreshing 
change  from  criticism  and  blank  incomprehension. 

• Another  approach  is  to  suggest,  or  arrange,  a parents’ 
support  group. 


In  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  1-34  and  complete  ACTIVITY  1.6  before  going 
on  to  Section  4. 


How  do  you  see  the  effects  of 
modelling  in  the  stories  of 
“Danny  ” and  Theresa " ? 
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ACTIVITY  1.6 

1 . Review  videotape  it\  (if  necessary)  and  assess  whether  or  not  Cindy,  Danny,  and  Theresa  are  having 
difficulty  with  the  following  normal  stresses  of  adolescence: 

• rebelliousness 

• developing  independence 

• peer  pressure 

• peer/parent  conflict. 


2.  For  each,  describe  at  least  one  way  in  which  the  professional  involved  either  tried  to  be  supportive, 
or  could  have  tried  to  be  supportive. 
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Section  4:  THE  ADOLESCENT  AT  RISK 


In  this  section,  we  will  discuss  the  common 
tendency  in  today ‘s  teens  to  experiment  with 
alcohol  and  drugs. 

4.1  Who  Uses  Drugs  and  Alcohol? 

Adolescence  has  been  characterized  as  a “high  risk  stage  of  hfe”  in  terms  of  long 
term  health  outcomes.  Behaviour  with  serious  hazards  associated  is  all  too  often 
found  among  teenagers  by  both  researchers  and  frontline  professionals,  e.g.: 

• drinking  and  driving 

• unsafe  sexual  practices 

• injurious  sleeping  and  eating  patterns 

• suicide  attempts 

• violence,  including  homicide 

The  most  insidious  consequence  of  these  behaviours  may  be  the  interruption 
of  the  normal  developmental  process  in  this  key  time  in  the  life  cycle. 

We  will  look  more  closely  at  the  patterns  of  drug  and  alcohol  use  among  young 
people  in  Unit  2,  but  the  overall  picture  is  one  of  widespread  experimental  use 
of  drugs  (primarily  tobacco,  alcohol  and  marijuana)  in  the  normal  teen  population. 
Use  cuts  across  gender,  ethnic,  regional,  and  rural/urban  lines.  Some  social 
theorists  argue  that  coming  to  terms  with  alcohol  and  other  drugs  has  become 
a developmental  task  confronting  all  young  people. 

A look  at  young  drug  users  reveals  significant  differences  in  the  patterns  of  use. 
At  one  end  of  the  spectrum,  we  find  those  adolescents  who  are  experimenting 
occasionally  with  drugs  or  alcohol.  They  are  vulnerable  to  situational  dangers 
such  as: 


• overdoses  (intentional  or  not), 

• reactions  (e.g.  to  LSD  and  other  hallucinogens), 

• accidents  (e.g.  while  driving  imder  die  influence), 

• the  possibility  of  developing  a long  term  abuse  pattern. 

At  the  other  end  of  the  spectrum,  we  find  the  compulsive  users  — those 
adolescents  who  are  already  dependent  on  drugs,  and  devote  their  energies  to 
getting  and  staying  high.  In  this  course,  we  are  particularly  concerned  with 
the  early  identification  of  experimenters  and  social  users,  so  that  assessment 
and  intervention  can  be  initiated  before  negative  consequences  become 
disabling.  More  broadly,  the  course  will  assist  you  to  place  all  users  on  a 
continuum  of  use,  and  to  develop  remedial  action  to  match. 


See  Richard  Jessor's  article 
in  your  Bock  of  Readings  for 
a full  development  of  this 
perspective. 


A more  detailed  typology 
of  drug  users  appears  in 
Unit  3. 
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4.2  Why  Adolescents  Experiment  with  Drugs  and  Alcohol 


This  kind  of  “fun  ” involves 
the  release  of  inhibitions 
and  tension,  mood 
modification,  and  risk 
taking  itself 


Many  young  people  experiment  casually  with  drugs  and  alcohol  because: 

• drugs  are  simply  “around”,  and  provide  a quick,  often  inexpensive  way  to 
have  “fun”; 

• kids  are  curious  — they  want  to  find  out  for  themselves  what  the  fuss  is 
about; 

• drug  use  expresses  opposition  to  adult  authority,  and  as  such  may  be  a 
passing  feature  of  the  process  of  separation  from  parents; 

• drug  use  is  a symbol  of  developmental  transition  — i.e.  of  having  gone  from 
a less  mature  to  a more  mature  status.  The  “first  drink”  is  often  a family 
milestone,  a rite  of  passage. 


4.3  Why  Some  Adolescents  Go  Beyond  Experimentation 

More  frequent  drug  use  is  seldom  an  aimless  activity.  Richard  lessor  suggests 
that  the  various  forms  of  “problem  behaviour”  typically  encountered  in  teenage 
clients,  including  alcohol  and  drug  use,  serve  several  important  functions  for 
adolescents: 

• Drugs  may  provide  a coping  mechanism  for  dealing  with  anger,  fear, 
anxiety,  frustration,  inadequacy,  fear  of  failure,  or  failure  itself,  whether  in 
relation  to  school  performance,  peer  relations  or  parental  expectations. 
Consumption  of  drugs  and/or  alcohol  can  be  a way  of  dealing  with  anything 
from  poor  grades  and  social  rejection,  to  family  conflict,  family  dysfunction, 
and  child  abuse. 

• Drug  use  may  demonstrate  important  attributes  of  personal  identity. 
Drinking,  smoking  and  driving  after  drinking  may  be  learned  as  ways  of 
showing  that  one  is  “macho”,  “cool”  or  “daring”,  or  has  some  other 
characteristic  that  is  valued  in  adolescent  culture. 

• Drug  use  may  provide  a way  of  gaining  admission  to  the  peer  group  by 
demonstrating  identification  with  a youth  subculture. 

• Drugs  may  be  a vehicle  to  express  serious  opposition  to  adult  authority, 
and  a kind  of  rage  that  goes  well  beyond  normal  parental  separation 
performance. 

• Drug  use  may  be  intended  to  force  recognition  of  developmental  transition 
— i.e.  of  having  gone  from  a less  mature  to  a more  mature  status.  This 
function  of  risk  behaviour  is  especially  important  to  adolescents.  Many 
adolescents  try  to  declare  their  own  passage  to  adulthood  by  performing 
age-graded  behaviours  (drinking,  driving,  dating)  earlier  than  the  norm. 

• In  cases  where  parents  are  substance  users,  adolescent  use  may  be  intended 
to  signal  “I’m  joining  the  club”. 
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The  functions  listed  here  may  be  enhanced  by  feelings  of  omnipotence  and 
immortality,  which  permit  teens  to  see  themselves  as  magically  (and  maddening- 
ly) safe  from  the  consequences  of  risk  behaviour.  In  our  drug-oriented  society, 
it  is  not  surprising  that  substance  use  is  a major  context  for  acting  out  risk  taking 
behaviour,  whatever  its  precise  functions  in  individual  cases. 


In  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  1-40  and  complete  ACTIVITY  17  before  going 
on  with  this  Section. 


4.4  Why  a Minority  of  Adolescents  Move  On  to  Regular  Use 

Once  adolescents  have  experimented  with  alcohol  or  drugs,  no  one  can  predict 
the  consequences.  Most  will  stop  using  relatively  quickly.  Some  will  remain 
occasional  or  “recreational”  users.  A few  will  become  regular  or  heavy  users. 
Those  who  do  are  not  easy  to  characterize,  for  adolescent  drug  abuse,  like 
adolescence  itself,  is  a complex  process.  We  do  know  that  certain  young  people 
are  at  greater  risk  than  others.  Social  scientists  have  identified  the  factors  below 
as  associated  with  the  “high  risk”  adolescent. 


Age 

Research  on  alcohol  abuse  suggests  that  there  are  special  dangers  for  very  yoimg 
users.  Conventional  thinking  is  that  alcohol  dependence  is  a progressive  process: 
the  younger  the  drinker,  the  greater  the  possibUity  that  s/he  will  move  on  to  the 
final  stages  of  addiction.  Adults  can  be  “social  drinkers”  for  decades  before 
losing  control,  but  children  and  adolescents  who  drink  may  move  to  serious  levels 
of  abuse  within  one  to  four  years. 

Research  into  adolescent  drug  use  is  scanty,  but  tends  to  support  these  findings 
— the  earUer  the  onset  of  use,  the  greater  the  involvement  may  become.  It  seems 
certain  that  the  earlier  the  involvement,  the  more  disruptive  it  is  to  the  normal 
developmental  processes  of  adolescence. 


The  Syndrome  of  Problem  Behaviour 


Richard  lessor’s  research  suggests  that  many  health  risk  behaviours  such  as  early 
sexual  intercourse,  impaired  driving  and  drug  use  are  interrelated  and  tend  to 
occur  simultaneously.  This  constellation  of  health  risk  behaviours  is  defined  as 
a “syndrome”  by  lessor.  He  suggests  that  teens  make  cumulative  decisions  about 
these  behaviours,  which  together  constitute  a hfestyle  choice. 


Rrfer  to  Chapter  1 by  lessor 
in  your  Book  of  Readings. 
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COUNSELLOR’S  TIP 

The  implication  of  this  analysis  is  that  when  a given  adolescent 
presents  with  one  problem  behaviour,  the  chances  of  additional 
problem  behaviours  existing  are  high.  You  may  have  to  go 
beyond  the  usual  professional  limits  of  your  relationships  with 
clients  in  order  to  assess  the  lifestyle  decisions  they  have  made, 
and  approach  the  client  in  a holistic  way. 


According  to  lessor,  the  practitioner  must  consider  evidence  from  the  chent’s 
personaUty,  social  environment  and  behaviour  patterns  when  assessing  risk.  The 
total  picture  is  important.  By  examining  what  he  calls: 

• background  variables:  e.g.  father  and  mother's  education  and  occupation- 
al status;  family  structure;  family  beliefs  and  values;  etc.; 

• psychological  variables:  e.g.  value  on  achievement,  on  independence,  on 
affection,  alienation,  self-esteem,  religiosity,  etc.; 

• behavioural  variables:  sexual  activity,  drinking  activity,  deviant  behaviour 
history,  academic  performance,  etc.; 

you  should  be  able  to  assess  “proneness”  to  health  risk  behaviour.  Although 
lessor  does  not  mention  them,  we  would  want  to  add  family  dynamics  and 
community  stability  to  his  Ust  of  relevant  variables. 


Psychosocial  Traits 

Many  researchers  have  attempted  to  identify  the  social  and  emotional  charac- 
teristics that  young  drug  users  have  in  common.  Their  lists  are  always  arguable 
and  do  not  count  as  causal  analysis.  At  best,  they  are  indicators  of  concern.  One 
influential  set  of  indicators  is  derived  from  an  empirical  profile  of  children  in 
trouble.  Their  traits  included: 

• a feeling  of  not  belonging.  Loneliness  and  alienation  from  family  and 
friends  were  typical  of  these  subjects. 

• poor  impulse  control.  Subjects  were  unable  to  separate  what  they  wanted 
from  what  they  needed  and  were  drawn  to  the  short  term  gratification  of 
drug  taking. 

• poor  interpersonal  skills.  Subjects  were  found  to  communicate  poorly  with 
friends  and  family. 

• faulty  attribution.  Subjects  made  excuses  and  blamed  others  for  failures 
or  accidents  without  seeing  the  part  they  played.  These  teens  seemed  never 
to  have  learned  to  analyze  situations  and  accept  that  their  behaviour  has 
consequences. 

• low  self-esteem.  Persistently  low  self-esteem  was  identified  in  these 
subjects,  and  is  widely  recognized  as  a key  indicator. 
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Similar  characteristics  tend  to  be  found  in  clinical  populations  of  young  drug 
users.  However,  it  is  unclear  whether  they  precede  or  follow  serious  drug  use. 
As  a result  of  these  and  other  findings,  social  skills  training  is  now  considered 
the  best  defence  for  children  against  drug  abuse. 

In  assessing  personahty  and  behaviour,  the  practitioner  must  remember  that  each 
adolescent  copes  with  biological,  social,  cultural  and  psychological  changes  in  a 
different  way.  What  may  appear  at  first  glance  to  be  atypical  or  “dangerous” 
behaviour  may  in  fact  only  reflect  the  individual’s  imique  way  of  adapting  to 
change,  or  his/her  cultural  heritage.  It  is  important  not  to  draw  hasty  conclusions. 

It  is  even  more  important  to  avoid  making  judgements  about  adolescents  whose 
behaviour  you  may  find  difficult  or  distasteful.  Many  kids  have  genuine, 
sometimes  monstrous,  problems  which  are  intricately  related  to  their  moods  and 
their  presentation.  Young  drug  users  may  have  more  than  most. 


In  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  1-41  and  complete  ACTIVITY  1.8  before  going 
on  to  Section  5. 
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ACTIVITY  1.7 

1.  Identify  and  describe  from  your  professional  or  personal  experience  a teenager  whose  alcohol/drug 
taking  represents  each  of  Dr.  lessor’s  five  functions  (outlined  on  page  1-36): 

• dealing  with  negative  feelings; 

• establishing  a particular  personaUty; 

• gaining  peer  approval; 

• rejecting  adult  values; 

• demonstrating  adult  behaviour. 


2.  For  each  of  the  teens  represented  in  the  three  videotaped  case  studies,  Cindy,  Danny,  and  Theresa, 
which  drug  use  function(s)  from  the  above  list  seem  most  important  in  explaining  their  substance 
abuse? 
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ACTIVITY  1.8 

1.  Identify  and  describe  from  your  professional  or  personal  experience  one  or  more  teenagers  who  are 
having  trouble  with  each  of  the  five  psychosocial  traits  of  “at  risk”  young  people  Usted  on  page  1-38? 

2.  Refer  to  the  videotaped  case  studies  of  “Cindy”,  “Danny”,  and  “Theresa”.  Which  psychosocial 
factors  seem  to  be  at  work  in  each  case? 
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Section  5:  THE  PRIMARY  RISK  FACTORS 


In  this  Section,  we  will  describe  a series  of 
problematic  life  experiences  or  “risk  factors  ” 
which  are  often  found  in  the  biographies  of 
youth  who  have  gone  beyond  experimentation 
with  alcohol  and  drugs.  It  is  not  possible  to 
say  that  these  experiences  “cause  ” substance 
abuse,  but  where  they  occur  you  should 
consider  initiating  the  drug  use  identiftcation 
process  described  in  Unit  3 of  your  Workbook. 

While  there  is  no  proven  method  for  identifying  all  vulnerable  adolescents,  we 
can  suggest  some  important  risk  factors  which  predict  problem  behaviour, 
including  alcohol  and  drug  use.  These  include: 

• developmental  lags; 

• learning  difficulties  and  disabihties; 

• familial  circumstances,  including  substance  abuse; 

• deficiencies  in  interpersonal  skills  and/or  social  competence; 

• a history  of  behavioural  difficulties. 

In  surmounting  the  difficulties  posed  by  the  maturation  process,  the  normal 
adolescent  develops  problem  solving  skills  and  self-esteem,  which  in  turn  increase 
competence  and  lead  to  new  growth  and  maturity.  The  primary  risk  factors 
listed  above  interrupt  the  processes  of  normal  adolescence  so  severely  that 
the  child  may  be  driven  to  develop  coping  mechanisms,  including  drug  use. 


5.1  Developmental  Lags 


A developmental  lag  is  the  failure  of  an  adolescent  to  meet  the  normative  standard 
of  his/her  peer  group  for  one  or  more  aspects  of  the  maturation  process.  It  is 
formally  defined  as  a score  of  two  chronological  years  (or  two  standard 
deviations)  below  the  average  in  one  of  the  following  areas: 


Did  you  see  any  signs  of  pos- 
sible lags  in  the  case  of 
Danny  or  Theresa? 


• biological  maturation; 

• intellectual  development; 

• academic  achievement; 

® personal  skills  development. 

Given  the  importance  of  the  peer  group  at  this  age,  an  adolescent  who  is  out  of 
step  with  others  may  develop  stress  associated  characteristics,  and  may  become 
vulnerable  to  substance  misuse  as  a means  of  coping. 


A common  concern  of  normal  adolescents  is  early  or  late  biological  maturation. 
Research  has  shown  that  late  maturation  can  have  a profound  effect  on  boys, 
while  early  maturation  is  likely  to  pose  the  most  difficulties  for  girls. 
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• Early  Maturing  Boys:  The  early  maturing  boy  has  an  advantage  over  the 
late  maturer  in  the  following  areas: 

• early  maturing  boys  have  been  found  by  researchers  to  be  more 
reserved,  self-assured,  matter  of  fact  and  to  engage  easily  in 
socially  acceptable  behaviour; 

• more  “adult”  behaviour  is  expected  and  accepted; 

• he  will  be  permitted  to  get  involved  with  girls  earher,  and  (if 
heterosexual)  gain  confidence; 

• his  more  developed  physique  gives  him  an  advantage  in  sports, 
and  earns  esteem. 

• Late  Maturing  Boys:  Researchers  have  found  that  late  maturing  boys  tend 
to  be  less  poised,  more  tense  and  talkative,  more  self-conscious,  restless, 
over-eager,  impulsive  and  attention-seeking.  They  tend  not  to  be  leaders, 
and  to  be  less  popular  than  early  maturers.  Not  surprisingly,  late  maturers 
show  more  feelings  of  inadequacy,  rejection,  and  lower  self-esteem.  De- 
pendency needs  are  more  likely  to  persist,  as  is  rebelliousness.  In  recent 
years,  however,  there  are  indications  that  developmental  outcomes  are 
improving  for  late  maturers  as  age-graded  expectations  become  less  rigid  in 
our  culture. 

• Girls:  Differences  between  late  and  early  maturing  girls  are  less 
pronounced.  Research  indicates  that  the  early  maturing  girl  may  have  more 
difficulties  than  the  late  maturer,  particularly  in  relation  to  sexual  identity. 
Early  maturers  may  be  treated  as  sexually  precocious  or  as  sexual  objects, 
and  may  even  be  differentially  subject  to  sexual  abuse.  An  average  timetable 
of  development  is  the  most  advantageous  for  girls. 


5.2  Learning  Disabilities 


Any  number  of  conditions  can  impair  learning,  including  deafness  and  visual 
handicap,  mental  retardation,  emotional  disturbance,  and  more.  However,  the 
term  “learning  disability”,  when  used  precisely,  refers  to  any  one  of  several 
disorders  of  the  central  nervous  system  which  interfere  with  a person’s  ability  to 
understand  or  use  language,  either  spoken  or  written:  e.g.  dyslexia,  minimal 
brain  dysfunction  (or  attention  deficit  disorder,  with  or  without  hyperactivity), 
developmental  aphasia,  etc.  In  slang,  these  are  the  effects  of  “brain  damage”  — 
although  the  damage  may  be  no  more  than  a slight  chemical  imbalance.  Brain 
dysfunctions  will  show  up  in  a person’s  inability  to  read,  speak,  write,  reason  or 
perform  mathematically  in  keeping  with  his/her  age  and  mental  ability.  They  are 
distinct  from  other  common  handicapping  conditions. 


We  are  highlighting  learn- 
ing disabilities  in  this  way 
because  they  are  common- 
ly noted  in  clinical  popula- 
tions of  young  drug  users. 


Typically,  both  cognitive  and  motor  skills  are  affected  so  that,  for  example,  a 
learning  disabled  child  may  not  be  able  to  focus  and  hold  attention  (cognitive 
deficit),  and  at  the  same  time  s/he  may  not  be  able  to  hold  and  control  a pencil 
(motor  deficit).  These  primary  deficits  can  affect  other  major  aspects  of 
psychosocial  development,  such  as: 


self-concept  and  self-esteem, 
co-operativeness , 
behaviour  control. 
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• emotional  stability, 

• peer  relationships. 

The  learning-disabled  child  may  lead  a confused  and  confusing  life,  both  at  school 
and  at  home,  especially  if  the  disability  is  undiagnosed.  School  failure  is  often 
met  with  disappointment,  anger  and  blame  from  parents  and  school  authorities, 
who  may  see  the  gap  between  intellectual  abihty  and  performance  only  in  negative 
terms  such  as  “lack  of  motivation”  or  “lack  of  self-discipline”.  A history  of 
repeated  criticism  and  tension  can  lead  to  a poor  self-image,  and  inappropriate 
attention-seeking  behaviour  in  the  child. 

Most  evidence  indicates  that  learning-disabled  children  continue  to  have 
problems,  despite  all  remedial  efforts,  well  into  adolescence  and  beyond.  The 
good  news  is  that  by  the  time  they  leave  school,  many  have  learned  successful 
(even  brilliant)  techniques  to  compensate  for  their  disabilities  — or  at  least  they 
can  avoid  school-like  situations,  which  depend  on  skills  they  do  not  have. 


COUNSELLOR’S  TIPS 

• The  child  who  does  not  learn  to  compensate  successfully 
for  learning  disabilities  should  be  considered  at  risk  for 
serious  difficulties  in  later  life.  We  recommend  that  you 
routinely  check  for  evidence  of  learning  disabilities,  diag- 
nosed or  undiagnosed,  in  a client  having  difficulties  at 
school  — and  consider  the  possibility  that  the  fall-out  of 
such  a condition  may  increase  your  chent’s  vulnerability  to 
alcohol  and  drug  use. 

• Information,  support  and  resource  material  can  be  obtained 
in  Ontario  from:  The  Learning  Disabilities  Association  of 
Ontario,  1901  Yonge  Street,  3rd  floor,  Toronto,  M4S  1Y6. 

• Information  about  similar  organizations  in  other  regions  can 
be  obtained  from:  The  Learning  Disabilities  Association 
of  Canada,  323  Chapel  Street,  Ottawa,  KIN  7Z2. 


5.3  Family  Circumstances,  Focussing  on  Substance  Abuse 

Research  suggests  that  drug  abusing  adolescents  often  have  turbulent  family  fives 
that  impose  stress  far  beyond  the  routine  tension  of  home-life-in-transition 
experienced  by  most  teens.  Kids  are  at  higher  than  average  risk  if: 

® they  grow  up  in  an  atmosphere  of  serious  family  conflict, 

• parents  are  uninvolved  or  over-involved, 

• open  communication  is  lacking, 

• there  is  little  mutual  respect  among  family  members. 
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Special  problems  exist  where  there  is  family  violence,  incest  or  parental  abuse 
of  drugs  or  alcohol.  Many  more  children  grow  up  in  such  circumstances  than 
we  once  believed.  Although  most  survive,  even  thrive,  none  are  unaffected. 
Some  are  so  damaged  that  they  continue  to  do  damage  to  themselves,  or  to  others, 
throughout  their  lives.  Teenage  pregnancy,  depression,  suicide,  running  away, 
criminal  behaviour  and  substance  abuse  are  often  the  responses  of  adolescents 
whose  famihes  are  seriously  dysfunctional  in  these  tragic  ways.  We  focus  here 
on  familial  substance  abuse  because  it  has  been  found  in  so  many  studies  to  be  a 
background  factor  in  the  lives  of  young  drug  users. 

One  in  six  famihes  in  Canada  has  an  alcohoUc  member.  It  has  been  estimated 
by  the  Canadian  Association  of  Children  of  Alcohohcs  (CACOA)  that  more  than 
330,000  of  our  children  live  in  alcohohc  homes.  They  are  often  invisible  to 
health,  education  and  social  service  professionals,  because  the  alcohol  (or  drug) 
abuse  is  a family  secret. 

The  evidence  is  strong  that  substance  abuse  runs  in  families:  a child  from  an 
abusing  family  is  four  to  six  times  more  likely  to  become  seriously  involved  with 
alcohol  and  drugs  than  a child  from  a non-abusing  family.  Some  argue  that  there 
is  a genetic  predisposition  to  the  “disease”  or  condition.  Even  without  such  a 
gaietic  hnk,  there  are  psychosocial  dynamics  in  famihes  with  one  or  more  abusing 
parents  that  clearly  put  children  at  risk. 

• In  an  alcoholic  family,  reality  itself  is  unstable.  The  user  generally  denies 
that  s/he  has  a problem,  and  other  family  members  share  this  denial  to  avoid 
or  cope  with  the  frightening  truth.  Children  are  told  that  their  home  hves 
are  normal  when  they  are  not,  that  parents  are  “sick”  when  they  are  drunk 
or  drugged,  that  it  is  “their  fault”  when  a parent  gets  angry  over  inconse- 
quential things,  and  so  on.  They  learn  to  doubt  their  common  sense,  and 
the  validity  of  their  experience  and  feelings. 

• Family  life  is  disrupted  by  emotional  tension  and  cbaos.  The  abusing 
parent  presents  two  quite  different  personalities,  the  drunk  and  the  sober, 
ensuring  that  no  one  in  the  family  can  predict  his/her  reactions.  There  may 
be  violence,  job  loss,  frequent  household  moves,  rejection  of  family  friends 
and  professionals  in  an  effort  to  keep  them  from  knowing  the  truth.  Other 
family  members  may  be  too  hurt,  too  afraid,  or  too  busy  protecting 
themselves  to  protect  the  child. 

The  cost  is  high  for  the  adolescent,  whose  developmental  processes  are  inter- 
rupted and  whose  emotional  needs  are  neglected  in  the  face  of  the  alcoholic 
family’s  main-stage  drama  around  the  abuser.  These  kids  tend  to  show  up  in  the 
case  loads  of  health  and  social  service  professionals,  suffering  from  a range  of 
apparently  independent  psychological  problems:  depression,  poor  self-esteem, 
eating  disorders,  hyperactivity,  asthma,  allergies,  sleep  disorders.  They  have 
trouble  at  school:  poor  attendance,  erratic  behaviour,  poor  performance,  and 
misbehaviour.  Underachievement  is  a possibility;  so  is  over-achievement. 

Where  adolescents  are  thought  to  be  using  drugs  or  alcohol,  they  should  be  asked 
to  describe  their  parents’  intake.  Where  parents  are  thought  to  abuse,  children 
should  be  sensitively  supported.  Listening  non-judgementally  and  validating 
their  experience  and  feelings  are  major  contributions  you  can  make. 


Nevertheless,  more  children 
of  alcoholics  don ’t  become  al- 
coholics than  do,  and  more 
alcoholics  are  bom  to  non-al- 
coholics than  to  alcoholics. 


Drug  using  parents  may  be 
particularly  prone  to  deny  use 
in  their  children. 


See  Unit  4,  Assessment,  for 
some  sample  questions. 
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COUNSELLOR’S  TIPS 

It  is  probable  that  parents  will  be  angry  or  upset  if  family 
substance  abuse  is  revealed,  so  some  caution  should  be 
exercised  in  questioning.  However,  avoidance  is  not  ad- 
visable. Exposure  of  the  family  secret,  and  subsequent 
confrontation,  is  often  desirable  and  productive  for  the 
child. 

Children  in  alcoholic  families  need  the  following  kinds  of 
support: 

• education  about  alcoholism  and  drug  abuse  as  it 
is  manifest  in  the  users  and  their  families; 

• reassurance  that  they  are  not  to  blame,  and  not 
alone; 

• an  understanding  of  their  own  risk  situation; 
help  in  developing  healthy  coping  strategies. 


In  order  to  make  sure  that  you  are  getting  the  most  from  this  Unit, 
please  turn  to  page  1-49  and  complete  ACTIVITY  1.9  before  going 
on  with  this  Section. 


5.4  Social  and  Personal  Competence 


You  will  find  practical  ad- 
vice on  supporting  your 
clients  in  relation  to  these 
possible  deficits  in  Unit  5. 


Basic  interpersonal  skills  are  necessary  for  confident,  responsive  and  mutually 
satisfying  relationships  in  adult  hfe,  and  may  be  the  most  important  skills  that  an 
adolescent  learns.  Inadequate  social  skills  may  cause  problems  in  interpersonal 
relationships,  or  may  interfere  with  optimal  functioning  in  school,  work  or 
recreational  situations.  More  importantly,  a lack  of  social  competence  may  lead 
to  rejection  and  social  isolation,  which  in  turn  may  result  in  poor  psychological 
adjustment.  We  are  referring  to  such  things  as  initiating  and  maintaining 
conversations,  giving  and  receiving  compliments,  initiating  social  contact  includ- 
ing “dates”,  expressing  feelings,  needs,  opinions,  and  so  on. 


One  of  the  leaders  in  this  field 
is  Gilbert  Botvin,  who  is  as- 
sociated with  a prevention 
program  called  “life  skills 
training”.  (See  Bibliog- 
raphy.) 


In  recent  years,  the  design  of  drug  prevention  programs  for  adolescents  has  begun 
to  turn  toward  the  development  of  such  skills  — often  linked  under  the  rubric  of 
“life  skills”  — which  are  assumed  to  constitute  a defence  against  the  attractions 
of  drug  use  and  the  dangers  posed  by  the  various  risk  factors. 

The  risk  factor  upon  which  such  programs  are  based  is  a kind  of  psychosocial 
deficit,  covering  such  things  as  low  self-esteem,  low  self-satisfaction,  low  social 
confidence,  high  social  anxiety,  low  assertiveness,  and  impulsivity  — which  may 
be  hard  to  locate  except  in  the  perceptions  of  the  adolescent,  but  on  the  other 
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hand  may  well  be  related  to  a genuine  absence  of  social  and  personal  skills. 
Thus,  cigarettes,  alcohol  and  other  drugs  may  be  used  to  combat  unpopularity, 
low  social  status,  low  self-esteem,  anxiety  in  social  situations,  and  so  on. 

It  is  increasingly  believed  by  educators  that  many  teens  need  assistance  in 
developing  (or  enhancing)  basic  self-esteem,  and  in  developing  (or  enriching) 
interpersonal  skills.  The  overall  goal  is  to  increase  general  adaptive  behaviour. 

5.5  Behaviour  Problems 

It  is  often  contended  that  drug  use  goes  along  with  antisocial,  non-conforming 
and/or  delinquent  behaviour  — whether  as  a cause,  as  an  effect,  or  as  co-existing 
elements  of  a broader  “syndrome”.  These  are  controversial  notions,  with  an 
accumulation  of  contradictory  evidence  in  all  directions.  However,  some  kind 
of  interrelationship  does  seem  to  exist.  Some  studies  even  suggest  that  the  pattern 
begins  in  childhood,  with  early  aggressiveness,  hyperactivity  and/or  excessive 
shyness  and  irritabihty. 

Many  practitioners  offer  anecdotal  reports  of  generally  difficult  chents,  who  seem 
to  be  “in  trouble”  on  a range  of  fronts  at  once  like  the  proverbial  bad  apple.  (The 
behaviours  cited  usually  include  rule  breaking,  lying,  cheating,  fighting  and 
aggression,  theft  and  vandahsm.)  But  there  is  a grave  danger  for  practitioners 
in  labelling  any  youth  as  a “problem”,  then  interpreting  his/her  behaviour  to 
match,  or  even  reinforcing  whatever  tendency  to  misbehaviour  may  exist. 

This  problem  must  be  considered  from  the  point  of  view  of  “stage  theory”,  the 
influential  idea  that  “drug  use”  itself  is  not  a single  phenomenon,  but  one  divided 
into  variously  described  stages  — e.g.  initiation,  occasional  use,  regular  use  and 
habitual  use  (or  abuse).  These  stages  do  not  describe  an  inevitable  progression, 
but  rather  the  notion  diat  “use”  can  mean  very  different  things  in  different  chents. 
Recognizing  different  stages  of  use  imphes  the  need  to  look  for  different  causes, 
effects,  patterns,  and  strategies  of  prevention  and  response. 

It  seems  that  occasional  drug  use  is  not  strongly  associated  with  antisocial 
behaviour,  but  habitual  use  is.  Habitual  use  is  more  likely  to  be  part  of  an 
“antisocial  lifestyle”  that  persists  into  later  adolescence  and  beyond.  This  finding 
gives  weight  to  the  position  taken  earlier  that  experimentation  with  drugs  is  a 
fairly  usual  thing  in  adolescence,  and  while  not  to  be  condoned,  is  at  least 
comprehensible  in  the  developmental  terms  described  in  this  Unit. 

A number  of  studies  indicate  that  early  initiation  of  drug  use  is  associated  with 
the  pattern  that  includes  both  continuing  antisocial  behaviour  and  harmful  drug 
use,  while  late  initiation  is  more  likely  to  be  a transient  phenomenon,  linked  to 
occasional  use. 

Caution  is  needed  in  interpreting  the  many  findings.  Although  habitual  drug 
users  are  usually  found  to  have  had  a previous  history  of  problem  behaviour,  the 
reverse  does  not  hold:  antisocial  behaviour  is  not  reliably  predictive  of  serious 
drug  use.  In  other  words,  problem  adolescents  cannot  be  assumed  to  be 
^heading  for  trouble”  — but  they  are  at  risk. 


See  Unit  3 for  more  infor- 
mation on  the  stages  of 
drug  use. 
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The  literature  on  the  effects 
of  race  and  ethnicity, 
socioeconomic  class  and 
family  structure  on  sub- 
stance use  is  generally  in- 
conclusive or  unsupportive. 


School  factors,  such  as  achievement,  truancy  and  school  failure  do  not  seem  to 
be  predictive  of  habitual  drug  use  when  they  happen  in  the  early  years,  but  they 
are  more  significant  in  preadolescence.  School  dropouts  are  more  likely  to  be 
drug  users,  but  it  is  unclear  whether  this  apphes  across  the  spectrum  of  the  four 
stages  or  not. 

5.6  Community  Attitude  or  Health 


The  well-being  of  all  people  is,  to  some  extent,  a complex  by-product  of  social 
and  cultural  factors  outside  themselves,  and  outside  their  famiUes.  Community 
values  and  community  “health”  (for  want  of  a better  term)  can  play  a large  part 
in  the  risk  status  of  adolescents.  In  many  isolated  communities,  for  instance, 
drug  use  is  a coping  mechanism  against  boredom,  lack  of  opportunity,  and 
hopelessness  across  all  age  groups.  Teens  are  bound  to  be  affected. 


Although  community  development  is  a topic  well  outside  the  boundaries  of  this 
course,  its  brief  inclusion  in  this  section  is  a logical  extension  of  the  position  we 
take,  namely  that  drug  use  is  not  random  behaviour.  It  occurs  within  a complex 
framework  of  individual  and  social  structural  dynamics  — all  of  which  must 
ultimately  be  addressed. 
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ACTIVITY  1.9 

There  are  various  family  circumstances  that  may  put  an  adolescent  at  risk  for  drug  and  alcohol  use.  For 
each  of  the  following,  do  some  brief  research,  or  describe  a case  example. 

1)  Family  violence 

2)  Child  abuse 

3)  Divorce  and  blended  families 

— 

4)  Adoption  and  fostering 
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SUMMARY  OFUNTTl 


We  hope  that  these  materials  and  activities  have  helped  sensitize  you  to  the  stages 
of  normal  adolescent  development,  to  the  special  issues  of  normal  development, 
and  to  the  indicators  and  risk  factors  which  suggest  vulnerability  to  problem 
behaviour,  including  alcohol  and  drug  use. 

We  have  tried  to  make  it  clear  that  although  most  adolescents  cope  well  with  this 
dynamic  stage  of  life,  some  do  not  — for  reasons  both  endemic  to  the  develop- 
mental process,  and  specific  to  individual  clients’  lives.  We  hope  that  you  now 
feel  more  prepared  to  identify  those  of  your  clients  who  are  “at  risk”.  The  other 
Units  in  this  course  will  provide  assistance  in  terms  of  drug-specific  issues, 
procedures  and  techniques. 


Now  that  you  have  finished  the  Unit,  return  to  the  list  on  page  1-6 
and  check  off  the  learning  outcomes  you  have  achieved. 
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